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ABSTRACT
Organizational Structure and Cultural Variables as Predictors of Quality
in Federally Approved Nursing Homes
by
Lorraine V. Desormeaux
The purpose of this study was to determine the extent to which nursing home organizational
structure and cultural variables were related to the outcomes reported by the Health Care Finance
Administration public use data set (HCFA-NHCD). A second purpose was to examine the
effects of a new style of nursing home management called the Eden Alternative  concept. A
related purpose was to test the usefulness of the HCFA-NHCD in predicting the quality of care
for residents in federally approved nursing homes. Secondary data analysis was conducted on
the HCFA-NHCD, as published in December 2001. Descriptive statistics and measures of
association were used to assess the degree of relationship between the organizational structure
and culture variables and the eight clinical health indicators of the HCFA-NHCD. Multiple
regression analyses were conducted to measure the impact of the organizational structure and
culture variables on the quality of care for residents in federally approved nursing homes.
When compared with previously collected statistics, these findings suggest that there is a
nationwide trend towards smaller nursing homes; smaller Eden homes were associated with a
higher level of individualized attention. Smaller Eden homes with council representation had
better scores on a majority of the eight clinical health indicators when compared to their
counterparts with no council representation. Council representation was inversely related to a
nursing homes’ reliance on RN and LPLVN services. However, a regression model assessing the
impact of organizational structure and cultural variables on the quality of care for residents in
federally approved nursing homes had very limited predictive power (R2=2.2%). The findings of
this study suggest that quality improvements in the HCFA-NHCD are needed in order to better
serve families.
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CHAPTER 1
INTRODUCTION
The long-term healthcare delivery system in the United States is undergoing dramatic
changes. Some of the changes include: a move away from religious, state, and private
entrepreneurial control to investor-owned for-profit operations (Allen, 1997); the restructuring of
public and private healthcare delivery systems (Ginter, Swayne, & Duncan, 2000); changes in
the laws relative to Medicare and Medicaid reimbursements (Allen; Pozgar, 1992); market-wide
health care delivery strategies that emphasize cost leadership based on the delivery of quality
services (Ginter et al.); the evolution of an older customer base due to increased life expectancies
of people with chronic diseases and disabilities (Administration on Aging, 2000; Allen; Sondik,
2000); the implementation of tighter cost controls due to capitations on services (Managed Care
Digest, 2000; Scully, 2002); an enhanced consumer awareness through technological advances
(Ginter et al.); the growth of the long-term care insurance market (Bankers Life and Casualty,
2001; Karpatkin, 1995); the sociological change from the care of older persons by their families
to the reliance on professional services (U.S. Census Bureau, 2000); and societal expectations
for an enhanced quality of life for older persons served in long-term care facilities (Burke &
Summers, 2001).
Ginter et al. (2000) emphasized that consumer demands and changes have come about so
rapidly that many of the long-term care facilities have entered into "an escalating era of hypercompetition" (p.10) based on price versus quality positioning, market share, and profitability.
Some long-term care facilities continue to be privately funded. However, Scully (2002) indicated
that like many investor-owned, corporate facilities, as many as 60-70% of the privately owned
non-profit or religious facilities also rely on Medicaid and Medicare funds.
The Omnibus Budget Reconciliation Act (OBRA) from the year 1980 through the year
1997 influenced the allocation of nursing home reimbursement rates by the use of minimum
federal and state quality of care standards (Weiner & Stevenson, 1998).
One of the fundamental amendments to OBRA 1980 was the Boren Amendment section 1902 (A) (13) of the Social Security act, which stated that states shall
provide nursing homes with adequate reimbursement to cover the costs of
minimum quality and safety standards of an economically and efficiently operated
facility (p. 14).
12

The Health Care Finance Administration (HCFA) conducted oversight surveys to
determine if quality standards and requirements complied with the minimum standards of quality
service outlined by state and federal regulations. During the period 1980 through 1997 several
successful Boren Amendment lawsuits, filed in states such as Colorado, resulted in the
implementation of higher reimbursement rates, and the allocation of funds for ancillary services
that improved the quality of care for persons living in nursing home facilities (Scully, 2002;
Weiner & Stevenson, 1998) Officials in many states claimed that the funds allocated for the
nursing home industry robbed state budgets of funds needed for other state expenditures.
Additionally, many state Medicaid officials fought the Boren Amendment because it was too
difficult to “operationalize” (p.1) (Weiner & Stevenson).
The 1987 amendments to OBRA tightened the requirements for service delivery and
promoted quality initiatives through the enactment of expanded rules and regulations that set the
minimum standards of quality for any nursing facility participating in Medicare or Medicaid
programs (Pozgar, 1992). Major quality improvement changes under the 1987 OBRA included
the requirement for nurse aid training and competency testing; a registry to report neglect, abuse,
and misappropriation of residents’ funds and possessions; guidelines that restricted the casual use
of restraints and psychotropic medications; preadmission screening procedures for residents;
quality of life enhancement initiatives outlined in a comprehensive resident bill of rights; and
expansion by the HCFA of the regulations for facility participation in the Medicaid or Medicare
programs. Pivotal among the quality improvement changes was the requirement that nursing
home facilities publicly post survey results and service charge schedules (Pozgar).
Between the years 1987 and 1990, Congressman Claude Pepper, chairman of the House
Select Committee on Aging, helped to further improve the quality of coverage of the Medicare
and Medicaid programs for older persons residing at home and in community-based long-term
care settings. During his tenure as chairman, he and the committee worked to substantially
improve the quality of the long-term care industry. The improvements developed by the
committee were enacted into law by the 1990 OBRA. OBRA 1990 set minimum standards for
long-term care insurance sales and medi-gap insurance policies and empowered the states to
provide home and community care for older persons.
Both OBRA 1987 and 1990 set the minimum standards for nursing homes and
community-based programs participating in the Medicare and Medicaid program. Both laws
13

facilitated quality improvement activities in the areas of resident rights, quality of life, quality
assurance, and facility practices. The OBRA regulations serve as quality standards for survey
teams to assess whether a facility meets the minimum requirements for participating in Medicaid
or Medicare (Pozgar, 1992). The OBRA quality improvements, standards, updates, and
enhancements were further funded in both the Balanced Budget Refinement Act of 1999 and the
Benefits Improvement and Patient Protection Act of 2000. Both of these acts provided
additional funding for the nursing home industry and have a sunset clause to expire by fiscal year
2002 (Scully, 2002).
Under the Boren Amendment of 1980, states had less freedom to negotiate the allocation
of Medicare and Medicaid funds for the care of older persons. The Balanced Budget Act of
1997 changed the rules relative to reimbursement and spending by placing a cap on the level of
federal spending allocated to Medicare and Medicaid programs. The ruling also empowered
states with the authority to allocate Medicare and Medicaid funds within their state. This
empowerment, combined with the limitation of federal funds available, influenced the decisionmaking process of many states. Subsequently, many states allocated funds primarily for the
basic services needed by the long-term care facilities and neglected the funding of ancillary
services. These services substantially enhance a person's quality of care.

The sudden

disappearance of funding for ancillary services bankrupted many nursing homes that relied on
the federal funding to implement those services. Without the federal funding, the margin of
profitability for the provision of ancillary services decreased, and out of necessity many ancillary
services, which enhance the person's quality of care, had to be discontinued (Scully, 2002).
The changes in the allocation of Medicaid and Medicare funds initiated by the Balanced
Budget Act of 1997 have forced the long-term care industry to look to new strategic planning
techniques to increase profits while maintaining an acceptable level of care (Daft & Marcic,
1998; Ginter et al., 2000; Scott, Martin, Petty, & Keown, 1999). These new techniques include
the implementation of transformational leadership models that promote structural and cultural
improvements while maintaining ethical business practices (Northouse, 2001; Wyllie, 2001).
As the health care system continues to restructure the delivery of long-term care, many families
are questioning the effect that restructuring will have on the quality of care for their loved ones
(Karpatkin, 1995; Ransom, 2000; Weiner & Stevenson, 1998; Wyllie).
14

While the choice of long-term care in a nursing facility can prove to be a financial burden
on a family, the choice of a nursing facility with the wrong structural or cultural environment can
have a severe impact on the quality of life of the person placed in the facility. Often
misunderstood by families is the fact that quality may be considered along two different
dimensions; the quality of the healthcare that is provided and the associated quality of life of the
nursing home resident. Poor nursing home choices by families may have serious consequences
for their loved ones, both in terms of healthcare (e.g., increased illness) (Allen, 1997; Karpatkin,
1995; Potter & Perry, 1995) and the quality of life that it offers (e.g., loneliness, boredom,
depression, and a decrease in activities of daily living) (Thomas, 1996). These two dimensions
of quality are closely related. For example, an inappropriate structural or cultural environment
may precipitate emotional problems (Ory, 1995); lead to a marked over-reliance on medications,
and adversely affect a resident’s quality of life (Landow & Landow, 2001).
In a study on the use of sedating medications prescribed in nursing homes (Zisselman,
Allen, Schmitter, & Denman, 2001), the lack of quality of life for many of the older persons
housed in long-term care facilities showed a strong correlation with the amount and type of
medication prescribed. The persistent loneliness, sad moods, and the use of restraints resulting
from the wrong cultural environment were associated with the use of psychotropic drugs.
Antidepressant medication therapy was strongly correlated with persistent sad or anxious moods,
tearfulness, and suicidal thoughts, increased disability, sub-nutrition, and increased mortality.
When professionals focus exclusively on the illness of residents, relying on medication as the
sole method of treatment, and neglect the resident's cultural environment, the resident's quality of
life, and quality of care may be diminished (Breggin, 2001). Gurvich and Cunningham (2000)
asserted that, "Most customers of long-term care facilities receive at least one psychotropic
(mind altering) medication" (p. 1). The literature attests to the fact that the use of psychotropic
medications is wide spread in the nursing home industry. A study is necessary to determine the
impact of alternative cultural and structural variables on the quality of care for nursing home
residents.
What the long-term health care industry needs is a cultural change that emphasizes
wellness rather than illness (Hannon, 2001). Thomas (1996) stated that what the industry needs
is leadership that recognizes each resident's "desire for a life worth living" and a more natural
way of dealing with depression amongst older persons (p. xiv).
15

One new model of nursing home care that is based on different organizational structure
and cultural values is that of the Eden Alternative™ nursing homes (Ransom, 2000; Thomas,
1996; Wyllie, 2001). The concept promotes the delivery of services by self-directed teams.
Care is designed with input from the residents, families, and healthcare providers within the
facility, as well as from volunteers and caregivers in the community.

The cultural values

inherent in the Eden Alternative™ concept promote interaction with people of all ages in an
atmosphere that portrays a human habitat with animals, trees, gardens, and children, in active
participation in recreational and work related activities along side interdisciplinary teams that
work together to solve conflicts and improve communication of ideas in a natural environment.
The structural innovations include the development of small community environments instead of
large institutional structures (Thomas, 2001). Other studies indicated that in the Eden
Alternative™ concept, top-down bureaucratic leadership was eliminated. Organizational charts
were changed to reflect a team concept of leadership. Employees were cross-trained and
reorganized (i.e. the role of the dietary worker and housekeeper were combined to create a new
position called “homemaker”). The communities were designed to maximize choice,
independence, and privacy according to the person’s ability to benefit from those features.
Many facilities eliminated offices; computers and desks were designed as common usage items
within the facility (Blacklock, 2001; Schaeffer, 2001).
The literature provides information on the changes in the economic, structural, and
cultural organization of the long-term care industry. Some of the changes include the
implementation of cost leadership strategies that promote overhead control, and cost
minimization in areas of service (Ginter et al., 2000). Other changes include structural
enhancements that emphasize smaller homelike units rather than large institutional centers
(Schaeffer, 2001). The concept of cultural change is being brought about by the implementation
of a transformational leadership style (Northouse, 2001) that promotes team-based management
of care delivery (Bull, 2001).
The literature also attests to the difficulties of the emotionally charged decisions that
many families are faced with as they try to make informed decisions for their loved ones who
need long-term health care. With all of the recent changes in the long-term health care industry,
there appears to be a lack of a clear public understanding of the factors that should be considered
when selecting a nursing home. While the public is keenly aware of the need for quality health
16

care in a nursing facility, the public has not been educated to the structural and cultural variables
that may impact the quality of life of their loved one in a nursing facility.
Statement of the Problem
The purpose of this study was to determine the extent to which organizational structure
and cultural variables were related to the eight clinical healthcare indicators reported by the
HCFA-NHCD. A related purpose was to determine the extent to which those structural and
cultural variables could be used to predict the quality of care for residents in federally approved
nursing homes.
Relationships were investigated between organizational structure variables: size of the
organization by number of residents (0-49, 50-99, 100-199, and 200 and above); ownership (for
profit, non profit, government); and staffing patterns (RNhrs, LPN/LVNhrs, CNAhrs, and Total
hours per resident day); organizational culture variables (Eden vs. Non-Eden Homes and the
presence or absence of family and resident advisory councils); and eight clinical health
indicators. The study used secondary analysis procedures on a pre-existing dataset (Kiecolt &
Nathan, 1985; Stewart, 1983). The data set included the population of all nursing homes in the
United States that received Medicare and Medicaid funding. The data were extracted from the
HCFA-NHCD) (The Official U.S. Government Site for Medicare Information, 2001)
The study expands upon the research conducted at Southwest Texas State University
(Burke & Summers, 2001; Ransom, 2000; Wyllie, 2001) and further explores the validity of the
Eden Alternative™, a cultural style that emphasizes transformational leadership and cultural
change in nursing homes (Thomas, 1996). The results of this exploration may illuminate the need
for the revision of OBRA 1987 and subsequent amendments. Such revisions could include a
strategy to allocate increased Medicare and Medicaid funding to those facilities demonstrating a
marked quality improvement over that of their peers.
Importance of the Study
As life expectancies continue to expand, increasing numbers of older persons are faced
with the decision to move from independence to nursing home life. There are many good
nursing homes with very caring people, but choosing the right nursing home can be very
confusing.

An analysis of the relationships between organizational structure and cultural

variables and the eight clinical health indicators in the HCFA-NHCD, may provide valuable
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information to families who are trying to make informed decisions regarding the nursing home
placement of their loved ones.
As the number of older persons accessing the long-term health care system increases, and
the business sector focuses on the escalating costs for health care delivery, the business strategies
for nursing facilities will continue to change. Ginter et al. (2000) elucidated the economic
problems that will be faced by long-term care facilities in the future. "Long-term-care facilities
are a 'thin margin business' in which profit margins range from approximately 1.2 % to 1.7 %"
(p. 198). Stanhope and Lancaster (1992) enumerated several reasons why the regulation of the
long-term care industry has increased in the past 40 years: enactment of Medicaid and Medicare
quality improvement laws and regulations, cost contracts, oversight, increased consumer
awareness, and the lobbying efforts of retirement groups such as The American Association for
Retired Persons which work to bring about cultural changes and quality improvements for people
served in long-term care facilities. The compelling difficulty that families face is whether their
choice of nursing home will provide the best quality of care for their loved one (Allen, 1997;
Karpatkin, 1995; Pozgar, 1992; Stanhope and Lancaster; Wyllie, 2001).
Montague (1995) addressed the concerns of families when he wrote about the need to
design friendly long-term care facilities that break down the barriers that make people
uncomfortable with the traditional medical environment. He emphasized this point with a quote
from a 96-year-old woman living in a nursing home: "Nursing home residents may not be able
to communicate sometimes, but they can still think and feel. Creating a good environment that
makes them and the staff feel better is really accomplishing something." (p. 94). A comfortable
environment, sound emotional health, and a feeling of well-being can actually be an older
person's weapon against aging and sickness. Laux (1995) wrote:
Your thoughts and emotions stimulate or depress your immune system, which has
a direct effect on how resistant you are to the bacteria, viruses, and microbes in
your life. So even though you're not consciously aware of it or in conscious
control, your mind can make you sick tomorrow and it can also keep you well
until age 120 (p. 86).
In today's healthcare market, costs are escalating, regulations are increasing. Long-termcare facilities, as well as families, are looking for answers to help them make decisions that
promote the best possible health. Advertising and marketing brochures cannot even begin to
provide all of the answers a family might need to investigate the nursing home marketplace
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(Ginter et al., 2000). There appears to be insufficient public understanding about the cultural and
organizational structure variables that impact the decision making process for people selecting a
long-term care facility. New data and research represent essential information for: families,
healthcare administrators, and other groups who are involved in long-term health care planning.
Research Questions
In order to identify predictors for quality of care in federally approved nursing homes,
and to explore various cultural and structural alternatives in the long-term care delivery system,
the following questions were addressed in this study:
1. What are the characteristics of the nursing homes included in the HCFA-NHCD?
2. To what extent are organizational structure and cultural variables related to the
clinical health indicators (residents who are bedfast, residents with joint problems,
residents with bowel and bladder problems, residents with unplanned weight gain or
loss, residents with physical restraints, residents with pressure sores, residents who
have behavioral problems, and residents who are dependent in eating)?
3. To what extent can organizational structure and cultural variables be used to predict
quality of care in federally approved nursing homes?
Limitations
Because the study findings were limited to state and federal databases and a population
chosen during the month of December 2001, the findings may not generalize to private facilities
that do not use federal or state funds and are not required to report to the Medicare and Medicaid
system. Because the data were limited to the reporting of 16,722 nursing homes in the United
States, Puerto Rico, The Virgin Islands, and Guam, the information may not generalize
internationally. The study was limited to variables selected from the public use data set supplied
by the Health Care Finance Administration (Appendix A). The data in this study were analyzed
using secondary analysis techniques, a process that uses data that have been collected by other
surveyors (Kiecolt & Nathan, 1985; Stewart, 1983). To conform to the privacy act of 1974 and
authority for collection of private information in accordance with Sections 1819, 1864, 1919a,
and 1919b, of the Social Security Act and contractual agreements for privacy regulated for
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nursing homes under 42CFR 883.10e (HCFA Privacy Act, 2002), only data available in scaled or
aggregated form were used.
Definition of Terms
The following definitions are important to know as they apply to this study:
Clinical Health Indicators are eight indicators outlined by the Health Care Finance
Administration and reported in the public use data set for nursing home compare (HCFANHCD). That data set as of December 2001 is the source of information for this study. (The
Official U.S. site for Medicare information, 2001). Each indicator is outlined in the literary
review.
Eden Alternative™ is a registered trademark for a corporation that promotes cultural and
structural changes in nursing home facilities through an innovative concept of leadership. The
Eden concept of leadership reportedly is one that transforms nursing homes into “lush lively
human habitats” (Thomas, 1996, p. 209). This study examines a population of 164 federally
approved Eden homes located in the United States and its territories.
The Eden Registry is a list of those organizations that have fully implemented the principles of
the Eden Alternative™ concept (May, 2002). The principles are outlined in the literature review
section of this study. Many homes may call themselves Eden homes, but they have not
completed the requirements for the training, have not demonstrated a commitment to the
principles of the Eden style of leadership, and have not been recognized as official Eden homes
by the regional coordinator (Bush, 2002; May). As a result of this fact, only those homes on the
official Eden Registry are analyzed in this study.
Eden Home An Eden home for the purpose of this study is a nursing facility in the United States
or one of its territories that was on the Eden registry and reported to the Health Care Finance
Administration for the period of December 2001.
Health Care Finance Administration (HCFA) is part of the United States Department of Health
and Human Services. It is the sole contracting agency for health maintenance organizations that
seek direct contractual provider status for the provision of Medicare benefits. It represents the
primary funding source for many nursing facilities nationwide. The Health Care Finance
Administration (HCFA) has changed its name to Centers for Medicaid Services (CMS). For the
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purpose of this study the original name HCFA will be used (The Official U.S. site for Medicare
information, 2001).
Quality of Care Index, for the purpose of this study, is a numeric measure of the total health of
an individual in relation to other individuals in the population of federally approved nursing
homes. The Quality of Care Index was designed to reflect the impact of each of the eight clinical
health indicators in the HCFA-NHCD on an individual’s quality of care.

In order to avoid the

potential for researcher bias, a non-subjective (mathematically based) method of constructing the
index was designed. The Quality of Care Index is outlined in Appendix C.
Overview of the Study
Chapter 1 presents an introduction to the study that includes the problem statement, the
purpose of the study, the research questions, limitations of the study, and definitions of terms.
The primary purpose of the study, as stated in Chapter 1, is to determine the extent to which
organizational structure and cultural variables are related to the outcomes on the eight clinical
indicators contained in the HCFA-NHCD. A related purpose was to determine the extent to
which the organizational structure and cultural variables could be used to predict the quality of
care for residents in federally approved nursing homes.

Chapter 2 contains a review of the

literature on theory, marketing, research, practice, laws and regulations, indicators of care, and
alternatives to long-term care. Chapter 3 presents a discussion of the research design,
hypothesis, population, databases, data aggregation, and analysis used in this study. Chapter 4
contains the analysis of the data and explanation of the findings. Chapter 5 concludes with a
summary of the findings, discussion, conclusions, and recommendations for further research.
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CHAPTER 2
REVIEW OF LITERATURE
To develop a conceptual framework that will assist families and administrators in
understanding the effects of change in the long-term health care industry it is important to first
understand the evolution of the long-term health care industry since the 1980 enactment of laws
effecting Medicare and Medicaid health-care services. Changes in business strategies have
escalated since the enactment of the 1987 (OBRA) and subsequent amendments (Allen, 1997).
Some of the reasons for the escalating changes are: an accelerated move away from religious,
state, and private entrepreneurial control to investor-owned for profit operations (Allen), the
restructuring of public and private health care delivery systems (Ginter et al., 2000), changes in
the laws relative to Medicaid and Medicare reimbursement (Pozgar, 1992), market-wide health
care delivery strategies that emphasize cost leadership based on the delivery of quality services
(Ginter et al.), the evolution of an older customer base due to the increased life expectancy of
people with chronic diseases and disabilities (The Administration on Aging, 2000; Sondik,
2000), the implementation of tighter cost controls due to capitations on services (Managed Care
Digest, 2000), an enhanced consumer awareness through technological advances (Ginter et al.),
the growth of the long-term care insurance market (Bankers Life and Casualty, 2001), and
society's expectation for an enhanced quality of life for the people served (Burke & Summers,
2001; Stanhope and Lancaster, 1992).
The effect that organizational structure and culture have relative to an increased quality of
care for persons who reside in nursing homes is the focus of this research and literature review.
Growing Need for Long-term Care
Changes in the law for the long-term health care industry and major demographic
changes in the United States population will impact the delivery of care for older persons. By
the year 2030, 21.8 % of the United States population are projected to be people age 65 and
older, of whom 21% will need to access the long-term care market (Pozgar, 1992, p. 116). The
US Census Bureau (2000) predicted that in the year 2050, 80 million people will reside in a
nursing home environment. The report also projected that the number of people age 85 and over
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who will reside in nursing home facilities will be 20 million in the year 2050. Moreover, the
census report indicated that in the year 2000, the racial demographics of the population age 65
and older were: 84 % Non-Hispanic white, 6 % Hispanic, 8 % Non-Hispanic black, 2% NonHispanic Asian and Pacific Islander, and .4% Non-Hispanic American Indian and Alaska Native.
The projected racial demographics in the general population for the year 2050 are: 64 % NonHispanic white, 16% Hispanic, 12 % Non-Hispanic black, 7% Non-Hispanic Asian and Pacific
Islander, and .6 % Non-Hispanic American Indian and Alaska Native. Furthermore, the
National Centers for Health Statistics (2001) stated that life expectancy for the United States
population reached a high of 76.9 years for the year 2000. More importantly, Wright (2001)
declared, that according to the Academy of Law Attorneys, 60% of the American population will
need long-term care.
As the population ages, the financial burden will increase on families and private, and
public institutions to pay for accelerating health care costs with decelerating revenues.

Pozgar

(1992) included various types and structures of long-term care businesses that provide differing
levels of care and independence for older persons. Some of these structures include: home
health care agencies that provide a variety of services to older persons in their homes, adult day
centers that provide daytime care from one to five days a week, and assisted living facilities that
provide care to persons who need minimal health care and some assistance with activities of
daily living such as bathing, dressing, and eating. Other structural models include service
delivery systems such as continuing care retirement communities that combine residential living
with medical assistance on the premises separate from the living area, skilled nursing facilities
located in hospitals (SNF's), skilled nursing facilities that provide 24-hour-a-day skilled care for
persons who do not require hospital care, and intermediate care facilities (ICF's), which provide
care for people who are unable to live independently but who are still ambulatory (on foot or in
wheelchairs).

As the nation's older population increases, so must the efforts increase to

improve the quality of life for that population (Pozgar).
Long-term Care Related Laws and Amendments
In 1980 federal law linked nursing home rates with minimum state and quality care
standards through the 1980 Omnibus Budget Reconciliation Act (OBRA). The Boren
amendment as part of the 1980 OBRA required that Medicaid reimbursement rates to nursing
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homes must be adequate to meet the costs incurred by compliance with state and federal laws,
regulations, and quality service standards. Many lawsuits filed under the Boren amendment
increased the reimbursement rates and thus facilitated the improvement of services in nursing
facilities in many states (Weiner & Stevenson, 1998).
The OBRA of 1987 and 1990 further established federal regulations that outlined the
minimum quality standards of care required for nursing homes that participate in Medicare or
Medicaid programs.

The regulations address four areas of long-term care improvement:

residents’ rights, quality of life, quality assurance requirements, and facility practices. The focus
for the 1987 OBRA amendments included the establishment of nurse aide training and
competency testing, establishment of a nationwide nurse aide registry to screen for resident
abuse or neglect findings, requirements for pre-admission screening and annual reporting of
quality indicators to a comprehensive reporting system entitled the Minimum Data Set (MDS),
and requirements for the establishment of family and resident councils. OBRA also established a
residents’ bill of rights which provided for appeals of discharge and involuntary transfer of
residents, access and visitation rights, equal access to quality care, and protection of residents’
funds and assets (Pozgar, 1992).
The HCFA in 1990 expanded the regulatory requirements for the posting of survey
results, the communication of service charge schedules, and the implementation of restrictions on
the use of restraints and psychotropic medications. Under the 1990 amendments skilled facilities
and intermediate care facilities were re-classified and are now known as "nursing facilities"
(Pozgar, 1992, p. 119). The pharmaceutical industry also came under tighter scrutiny during
discussions of the 1990 OBRA, which resulted in the passage of a quality improvement act
entitled Medicaid Prudent Pharmaceutical Purchasing Act (MPPA). The act provided for the
reduction of pharmaceutical costs for older persons. The legislation stated that Medicaid
recipients must be afforded the best possible discounted prices for pharmaceutical products
(Logical Health Care Solutions, 2000). The methods, procedures, and forms prescribed by
HCFA in 1990 set the standard used by surveyors and investigators. The standards and
amendments were still in effect at the time of this study (Pozgar; Scully, 2002).
In 1997 the Balanced Budget Act repealed the reimbursement requirements outlined in
the 1980 Boren amendment. Opposition to the amendment and the implementation of federal
budgetary changes in 1997, were the driving forces that led to the repeal of the amendment. As a
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result, states received more flexibility for funding distributions. With this new flexibility, many
states limited reimbursement for ancillary services such as: respiratory care, physical therapy, Xrays, laboratory services, and occupational therapy. Alternative payment rates were established
based on resident case mix, prospective payment, and capitation agreements. Physician
reimbursement rates were also decreased (Scully, 2002).
Weiner and Stevenson (1998) linked nursing home reimbursement rates to federal and
state quality standards. The repeal of the amendment gave states greater freedom for setting
nursing home reimbursement rates to Medicare and Medicaid providers. However, long-term
care providers objected to this repeal, because the new regulatory authority given to the states in
essence placed a moratorium on the increase of nursing home rates and a decrease on
reimbursement for quality improvement incentives in ancillary services. The providers
contended that the moratorium on rate increases inhibited the quality of care and decreased the
quality of life for the people served.
As a result of the new flexibility, reimbursement rates vary widely among each state.
The nation’s per-diem rate for reimbursement for 49 states (except Hawaii) ranged from a low of
$62.58 per day in Nebraska to $l65.80 per day in New York. However, costs for care can vary
widely. For example, care in the isolated state of Alaska costs $329.62 per day. In the District of
Columbia, costs can be as high as $210.26 (The American Health Care Association, 1998).
These costs far exceed any potential Medicaid and Medicare reimbursement available. In 2002
the coverage of services by Medicare or Medicaid reimbursement covers only 45% of the total
cost (Scully, 2002).
There exists little legislative impetus to return to the situation before the 1997 repeal of
the Boren Amendment. Studies cited by Weiner and Stevenson (1998) depicted outcomes that
revealed a decrease in the quality of care, even in situations where there was an increase in the
level of training of the professional staff. They further reported an increase in the use of
restraints and a decrease in the quality of life for the people served. Weiner and Stevenson
stated, "The dilemma, for policy makers is that a dollar's worth of increased Medicaid
reimbursement will generate less than a dollar's worth of quality improvement" (p. 3). They
asserted that even though the repeal of the Boren Amendment might have a major impact on
reimbursement to providers, "improved quality might not be the result of higher rates of
reimbursement; poor quality may not be the result of inadequate resources" (p. 3). Furthermore,
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an aspect of good quality care called "staff attitude and administrative philosophy" (p.3) does
not require large expenditures.

Gardner, (2000) outlined the positive outcomes that could be

accomplished through changes in the attitudes and the administrative philosophy of:
transformational leadership, management, and planning for organizations of the future.
The concept of the evolution of the long-term care delivery system and the impact of
laws governing that system demonstrates how health care businesses and facilities have had to
re-configure their ways of doing business in order to keep pace with changing laws, increased
expectations for accountability, decreased funding sources, and an increased public expectation
for quality service.
Population Expansion, Long-term Care Costs, and Insurance
In July 2000, the United States Department of Health and Human Services released the
National Nursing Home Summary Report based on 1997 data (Sondik, 2000). The purpose of
the report was to collect data relative to nursing homes, residents, staff, and discharges. The
following results of the report were pertinent to this study: (1) "An estimated 3,977,700 people
received care from 17,000 nursing homes nationwide" (p. 2). (2) "Sixty-seven percent of the
nursing home facilities were proprietary and 26% were voluntary nonprofit" (p. 2). (3) "The
average number of beds per nursing home was 107, with an occupancy rate of 88%" (p. 4). (4)
"Two-thirds of the residents needed help in three to four activities of daily living" (p. 7) (5) "
Medicaid was the primary source of payment for most residents at the time of admission, as well
as at the time of survey" (p. 12). The Health Insurance Association of America Report (U.S.
Care 2001) stated that the long- term care market grew 22% between 1987 and 1996 (p. 5). The
U.S. Census Bureau Report 2000 stated that if residency ratios remain unchanged, the number of
persons residing in nursing homes could eventually reach 300% higher than present figures for
people age 85 and over; persons in this category are the heaviest users of long-term care (p.1).
It is also expected, according to the US Census Bureau, that by the year 2030, one in five
Americans will be senior citizens over age 65 and that people over age 85 will more than double
from 3.9 to 8.5 million by 2050 (p. 6).
Long-term care costs are based on the type of care an older person requires and on the
type of facility providing the care. The average cost of institutional care is $3,738 per month
according to Wright (2001). Pear (1999) stated "Evidence of the inadequacy of Medicaid
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reimbursement for the nursing home business is that 69% of nursing home residents rely on
Medicaid but that amount only accounts for 48% of a nursing home business's revenue” (p. 1).
Private pay consumers with long-term care insurance coverage help to balance the consumer mix
(Davis, 2000). Many nursing homes started to evict Medicaid customers and recruit more
affluent paying customers by dropping out of the Medicaid reimbursement business (Pear).
Legislation signed into law in March 1999 by President Clinton was an effort to stop such
unethical business practices. This is an important piece of legislation because some long-term
care insurance companies increased monthly rates by as much as 41.6 % above the rates in the
person’s original "buy-in" contracts (Davis). A task force of the National Association of
Insurance Commissions, along with Congress, is working on reforms, but "positive actions for
long-term insurance stability won't occur unless each state enacts them into law" (p. 6). Purnell
(2000) stated there was reason for alarm for older people when they find that their long-term care
insurance is sold to another firm. Furthermore, he stated that rate hikes have only been in ranges
from "5 to 20 percent" (p.3). Still, corporate finance experts (Ross, Westerfield, & Jordon,
1996) have suggested that businesses, no matter what organizational size or managerial style, are
all concerned with their companies long-term investments and reimbursements relative to how
much cash they can expect to receive for services, when they can expect to receive it, and the
future risks relative to cash flow for their businesses. Another concern is the day-to-day
management that assures that the business has enough resources to continue. Because of
differing management styles, some companies may have a one-time hike in rates, while others
have smaller but more frequent increases (Purnell). Demand for service in the long-term care
market accounted for a large part of the cash leverage of many long-term care facilities
Essentially, there are two rates for nursing home care: one for Medicaid residents and one for
private pay. If there is a high demand for Medicare and Medicaid funded nursing home beds and
a reasonable capacity is met, then provision of a higher quality of care is only necessary to attract
more private pay persons (Weiner & Stevenson, 1998).
Keown, Scott, Martin, and Petty (1996) outlined 10 axioms for good logical business
practices. The three that pertain to this study are: (Axiom 1) "The risk/return tradeoff-we don't
take on additional risk unless we expect to be compensated with additional return," (p. 15)
(Axiom 9) "All risk is not equal and diversification allows good and bad events to cancel out
each other" (p. 20), and (Axiom 10) "Ethical behavior is doing the right thing. Ethical dilemmas
27

are everywhere in the finance of institutions" (p. 22). The marginal cost of capital is defined by
the cost of the last dollar of new capital raised. Cost leverage and diversity of services are
fundamental to any business's success (Brigham & Gapenski, 1997, p. 378).
Pozgar (1992) wrote that the House Select Committee on Aging succeeded in 1990 in
passing quality improvement standards for: long-term care insurance and medi-gap policy sales,
communication of information to consumers, and alternative improvement incentives for the
establishment of home and community-based care for disabled elderly. Still, the question for
families remains, how much does nursing home care really cost and is the care quality service?
There appears to be no standard policy for long-term care insurance, which adds to the
dilemma of the decision making process for families. Interestingly Purnell (2000) stated that
long-term care insurance was "relatively expensive especially when purchased late in life" (p.3).
Less than 10% of our nation's elderly have purchased long-term care insurance. This amount
represents six million policies wherein a 55 year old person pays $911 per year for a
reimbursement of $100 a day for three years in an assisted living environment, community home
care, or nursing home facility. A person age 65 years and older pays double that rate for the
same care. The expected lifetime long-term care costs for persons age 55-64 accessing longterm care services in 1997 was between $65,516 and $150,305 (Bankers Life and Casualty,
2001).
In review, long-term health care delivery systems are going to continue to be faced with:
an increased demand for services due to the aging of America, an increase in poverty
demographics as more people aged 85 and over access the system (Greeberg, 2001), and a
necessary change in business strategies to gain cash leverage in a highly competitive long-term
care insurance market. These facts emphasize more than ever the ethical responsibility of health
care providers, discharge planners, and the long-term care marketers to provide affordable
quality care that not only reflects adequate care but also enhances the quality of life for the older
persons served.
Clinical Indicators for Care Accountability
Since 1987, the Health Care Finance Administration has been the federal agency
responsible for administering Medicare and for oversight of the administration of Medicaid
funds. The guidelines were outlined in the 1987 OBRA. They were subsequently implemented
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in 1990. Updated guidelines were written and implemented in 1999 and remain in force today
(Gurvich et al., 2000). The Health Care Finance Administration in the year 2002 is changing its
focus to be more responsive to the people it serves. The new name of the organization is Centers
for Medicare and Medicaid Services (CMS).
According to CMS:
Over 74 million Americans through Medicare, Medicaid and SCHIP received their
services for health insurance. The majority of these individuals received their benefits
through the fee-for-service delivery system, however, an increasing number are choosing
managed care plans. In addition to providing health insurance, CMS also performs a
number of quality-focused activities including regulation of laboratory testing (CLIA),
development of coverage policies, and quality of care improvement. CMS maintains
oversight of the survey and certification of nursing homes and continuing care providers
(including home health agencies, intermediate care facilities for the mentally retarded,
and hospitals), and makes available to beneficiaries, providers, researchers, and state
surveyors information about these activities and nursing home quality. (Centers for
Medicare & Medicaid Services 2002, p. 1).
The following survey and certification outcome indicators are the eight clinical
healthcare indicators utilized in this study. They are the only clinical health indicators in the
HCFA-NHCD and they are outlined online in the Official US Government Site for Medicare
Information (2001).
Residents with Physical Restraints
Restraints are any device or material that prevents a person from moving freely (HCFA,
2000). Restraints can have negative side effects relative to a person's quality of care in the form
of pressure sores (Allen, 1997); loss of mobility (Edson, 1996); loss of dignity, rights, and
autonomy (Potter & Perry, 1995); increased isolation, and even death (Laux, 1995; Thomas,
1996).
Some facilities have improved the quality of services by promoting an organizational
culture that emphasizes a restraint-free environment. Some of the ideas being tried at many
nursing home facilities nationwide to reduce the need for restraints include: more frequent
observations of residents by nursing staff, the involvement of community volunteers, and family
participation in care. (Blacklock, 2001; Schaeffer, 2001; Thomas, 2001; Van Stratten, 2001).
Though many facilities institute the use of restraints as a prevention against falls, and more than
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50% of all residents in nursing homes fall each year, restraints do not prevent falls nor do they
decrease the risk of falls (Tideiksaar, 1998).
Most states have attempted to regulate the use of restraints by statute. Many states
require a doctor's order for the use of restraints for therapeutic purposes. The approval of a
human rights and advocacy committee are required before the use of restraints for the purposes
of protection of the resident or others can be instituted. Restraints are to be considered as a last
resort because over-restraining a person can lead to restlessness, confusion, hostility, impaired
bodily functions, skin breakdown, and loss of dignity (Wilson & Kneisl, 1992). Because of the
consequence of the loss of personal rights associated with the use of restraints, the OBRA Act of
1987 (Pozgar, 1992) made provision to implement the patient’s bill of rights outlined in the 1980
Mental Health Systems Act. Some of the provisions outlined are: the right to appropriate
treatment in the least restrictive environment; the right to active participation in treatment with
the resident fully informed of the risk, side effects, and benefits of all medication and treatment,
the right to be fully informed about alternative treatments, and the right to a humane environment
(Wilson & Kneisl). A physical restraint represents a negative impact on a person's quality of life
(Center for Health Systems Research, 1999). A restraint imposed on a person is usually by
consent of their family through the advise of health care workers (Waugh, 1998). However,
restraints increase behavioral problems, do not necessarily provide safety, and can even cause
death. (Laux, 1995; Ory, 1995; Tideiksaar, 1998). For that reason, states such as Tennessee have
laws that mandate that restraints can be used only with the signed permission of a physician and
for a limited amount of time (Rule 1200-8-6-06 Tennessee Regulations, 2000).
Residents with Reported Pressure Sores
Pressure sores are wounds on the skin known as bedsores, decubitus ulcers, and stasis
ulcers (HCFA, 2000). Ulcers develop as a result of unrelieved pressure on an area of the body,
inactivity, or lack of frequent position changes (Allen, 1997). The frequency of the occurrence of
pressure ulcers among persons admitted to nursing homes is between 2% and 25% (Potter &
Perry, 1995). Assessment tools such as the Braden Scale or the Norton Scale are used by
nursing facilities to avoid the occurrence of pressure sores and to plan care for persons who have
impaired physical ability, restrictions in mobility, decreased activity levels, and incontinence
(Smith & Duell, 1996). To a person receiving services, ulcers represent a decrease in their
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quality of life due to the social isolation that occurs as a result of the impaired body image
associated with the problem (Potter & Perry).
Even though positive outcomes for prevention and treatment have been reported
(Cuddigan, Ayello, & Sussman, 2001; Thomas, 1996), this indicator represents a serious and
frequent occurrence among immobile and debilitated persons. More than one million Americans
are currently affected. Studies show an association between pressure sores and increased
mortality (Geriatric Medicine, 2002). The incidence of pressure ulcers in long term care
facilities ranges from 2.2% to 23.9% and in home care settings from 0% to 17% (Cuddigan et
al.).
Residents with Bowel and Bladder Problems
Bladder incontinence or urinary incontinence is the loss of control of the external urethral
sphincter. Urinary incontinence can be temporary or permanent. The causes may be due to total
loss of muscular control associated with trauma or a disease of the spinal nerves that produces a
lack of awareness; the functional involuntary passage of urine due to a change in environment, a
sensory, cognitive, or mobility deficit; or to the effects of stress caused by laughing, coughing,
obesity, weak muscles; or even the involuntary urges due to decreased bladder capacity, irritation
of bladder stretch receptors, and spasms. Older persons may have more problems with
incontinence due to limitations in their environment. People with limited mobility have a greater
chance of being incontinent because of their inability to reach a bathroom on time, lack of active
toilet training programs, or limited access to support persons to help with their care (Brunner &
Suddarth, 1982; Smith & Duell, 1996).
Bowel or fecal incontinence is the inability to control the passage of feces. The converse
of bowel and fecal incontinence is constipation. Constipation is associated with bowel
obstruction and has an accompanying incontinence component (Desormeaux, 1994). This
condition often results from inadequate fluid intake, lack of exercise, immobilization, low-fiber
diets, non-oral diets, anticonvulsant and psychotropic medications, and laxative use which over
time reduces the muscle tone and normal colon reflex. Over time this process contributes to a
paradoxical effect, flaccid colons, and impactions. Confused, immobilized, and disabled
persons are more at risk for fecal impactions and associated incontinence (Desormeaux).
Diarrhea is another form of incontinence usually caused by disorders affecting digestion,
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absorption, and secretion in the intestinal tract. Excess loss of fluid through diarrhea can result
in serious electrolyte imbalance and cardiac problems (Potter & Perry, 1995).
A high incidence of urinary or bowel incontinence could signal an increased need for
supports or it could signal a quality care issue relative to a decrease in the person's mental
capacity, or to the side effects of their medications (Breggin, 2001; Gurvich & Cunningham,
2000; McKenry & Salerno, 1995; Wetzel & Shiloh, 2001). This indicator is considered in
relationship to staffing requirements. If people are given individualized care and bowel
management programs, the incidents of incontinence may be lower. The percentage scores for
this predictor might be lower in homes that are staffed adequately (Desormeaux, 1994; Eure,
2001; HCFA, 2000).
Because incontinence can be psychologically devastating due to distress and disability, a
person's quality of life is profoundly affected with relationship to this problem (Wilson & Kneisl,
1992). Urinary incontinence affects 13 million Americans. One quarter of people surveyed
indicated that the quality of their lives was affected by incontinence and that life was not worth
living. Another group with stress related symptoms stated that incontinence made their lives
intolerable. The prevalence for urinary incontinence in older persons of age 60 years and older
represents 50% of the 1.5 million persons residing in nursing homes (Center for Bladder Control,
1996).
Residents who are Very Dependent in Eating
People identified by this indicator require increased support to assist with their eating
experience. Lack of adequate staff or innovative environments may impact the person's
nutritional status and well-being (Landow & Landow, 2001; Montague, 1995; Thomas, 1996).
Nutrition and the adequacy thereof are needed for energy, growth, tissue repair, and regulation of
the body processes (Batmanghelidj, 1992). Studies conducted at medical facilities show that
persons became more malnourished the longer they stayed at medical facilities. In other studies
inadequate food and water intake was the leading cause of physical and nutritional deficits
(Smith & Duell, 1996). A person's cultural, psychological, physiological, and environmental
influences all had an effect on the type and quantity of food intake. Residents who are dependent
in eating may need specialized plans to address physiological needs (Balch & Balch, 1997;
Margen, 1992; Williams, 1981). Frequently the social aspect of mealtime is not considered in
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congregate facilities. Comfortable positioning preferred people to socialize with, the decor of
the room, personal food preferences, cultural and religious limitations, and time to enjoy the
meal are not always considered. Social climate or the atmosphere in nursing facilities can have a
direct impact on the person's state of mood and perception of their quality of life (Wyllie, 2001).
Indicator scores for eating may correlate with staffing patterns in organizations with differing
structural or cultural values.
Residents who are Bedfast
Medical experts have long recognized that people should be as active as possible
(Barrow, 1992).

People who are unwilling or unable to get out of bed are at risk for pressure

ulcers, depression, decreased self-esteem, and a decreased quality of life (Allen, 1997; Buscaglia,
1982; Thomas, 1996). People who are bedfast may experience many physical, metabolic, and
psychological changes. An older person's quality of life may be impacted abruptly because
older persons develop the effects of immobility within days of occurrence. Immobility changes
the body's metabolic rate. As the days of bed fastness increase so does the body's inability to
tolerate glucose. The pancreatic activity decreases. The body's nitrogen balance changes with
the increased breakdown of proteins from the increased glucose levels. The urinary excretion of
nitrogen rises, increasing the negative nitrogen balance. Fat increases because of the loss of lean
body mass. Fluid and electrolyte imbalances occur (Brunner & Suddarth, 1982; Potter & Perry,
1995).

Increased excretions of calcium in the urine and loss of bone mass with osteoporosis are

all problems associated with being bedfast. The cardiovascular system also changes. Orthostatic
hypotension occurs, the cardiac workload is increased by 20% when the person is lying down.
Thrombus formation occurs more often in bedfast persons because usually they are deficient in
water so their hematacrit levels increase, and the blood becomes thicker, pressure of the legs on
the bed compresses the blood vessels. The loss of skeletal muscle that aids in venous return of
the blood to the heart also contributes to the formation of thrombus (American Heart
Association, 2000; Brunner & Suddarth; Ellerbe, 1981). This process puts the bedfast person at
more risk for heart attack.
The skin, the elimination system, physiological health, and quality of care are negatively
impacted for bedfast persons who do not receive adequate therapy to help mobilize their body
(Smith & Duell, 1996; Ory, 1995).
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Residents with Restricted Joint Movement
Limited function of joints interferes with the activities of daily living such as eating,
walking, dressing, and bathing. Many physical disabilities associated with aging have been
thought of as inevitable; however, many problems of restricted joint movement found in older
persons are directly a result of disuse. Exercise has long been known as a method to help
increase a person's quality of life. A research study of 16,936 men indicated "increased
physical activity and exercise decreased death risk by one-half, and partially offset inherited
tendency to early death." (Barrow, 1992, p. 245). The long-term effect of restricted joint
movement can cause a decrease in life satisfaction and well-being as well as an increase in the
need for medical care (Barrow; Laux, 1995). The impairment of mobility affects a person's
muscle strength, through the loss of muscle mass resulting from disuse. Decreased stability is
the result of joint abnormalities and causes a person to be unsteady. Their risk for falls increases.
The disuse of a joint causes atrophy and shortening of the muscle causing contractures that leave
the joint in an abnormal permanent position. The disuse also puts a person at risk for fractures
because disuse of the bones results in bone resorption and causes calcium to be released in the
blood. The bones become less dense and are easily fractured (Smith & Duell, 1996).
Changes in psychosocial condition may result from joint problems (Allen, 1997).
Activities once enjoyed may no longer be viable and alternative life styles may have to be
discovered. Environments that offer exciting activity programs and opportunities to be a useful
member of society may be able to intervene before emotional changes occur (Ory, 1995).
The most common form of joint restriction is arthritis. A particularly damaging form of
arthritis is osteoarthritis. Osteoarthritis affects more than 20 million Americans. The disease
commonly affects the hips, knees, fingers, and spine. Other areas of the body such as ankles,
shoulders, elbows, and wrists can also be affected. Based on population growth by the year 2020
an estimated 60 million Americans will have some type of arthritis (Pharmacia Corporation,
2002). Exercise, range of motion, swimming exercises, endurance exercises, and relaxing
environments can improve the quality of life for a person with joint restrictions (Pharmacia
Corporation).
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Residents with Unplanned Weight Gain or Loss
A negative outcome for this indicator could mean that the facility has a poor nutritional
program (Allen, 1997; HCFA, 2000; Stanhope & Lancaster, 1992); the persons are receiving
poor medical care relative to drug therapies (McKenry et al., 1995); or that the hurried
impersonal atmosphere of mealtime discourages persons from eating as they should (Hannon,
2001; Thomas, 1996; Zunker, 2000); a person may be depressed (Ory, 1995) or the person may
be inactive, lonely, and bored (Smith & Duell, 1996; Thomas, 2001). Unplanned weight loss or
gain does not necessarily mean that the person is experiencing a physical problem.
Organizational culture or structure may have an impact on the scores for this indicator.
Unplanned weight loss or gain is defined as a change of 5% in a one-month period and should be
reported (Rule1200-8-6-06, Tennessee Regulations, 2000).
Residents Who Exhibit Behavioral Symptoms
Challenging behavior is defined by Ory (1995) as disruptive actions by persons who
respond inappropriately, even after procedures of extra prompting, guidance, motivation, and
training are given. A high rate in this indicator could mean a high percentage of Alzheimer's
persons present at the facility (HCFA). Alternatively this could mean that a high proportion of
the residents are on mind-altering medications, which can have an effect on their mental status
and response (Breggin, 2001; Gurvich & Cunningham, 2000; McKenry et al., 1995; Weitzel &
Shiloh, 2001). Additionally, a high rate for this indicator could indicate boredom and
loneliness. Thomas (1996) described the loneliness as Ennui, a French word that symbolizes the
aggravated, dissatisfied boredom that gives rise to most agitation in nursing homes (p. 48).

Ory

stated that the answer to the problem is "approaching each person as a unique individual" (p. 3).
Behavioral problems can prove to be very restrictive and have a negative effect on a person’s
quality of life. According to Ory, people with reactive behavior are especially vulnerable to
emotional distress. They are unable to tolerate the experience of frustration, failure, nonacceptance, and lack of control. Behavior modification such as correcting, instructing, and
ignoring the person usually causes increased negative interaction and a decreased quality of life
for the person. The outcome may result in a situation where the person becomes more
functionally handicapped than intellectually handicapped.
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Organizational Culture and Structure in Nursing Homes
Each nursing home must have an advisory council. As a result of the quality
improvement activities of the Omnibus Reconciliation Act of 1987, resident and family councils
were established. The councils provide a channel for people to voice their opinions relative to
the quality of care they receive and services provided to them by the facility. Some nursing
facilities have a resident council, a family council, or both. Facilities that have more than one
council may have better representation and better scores for the clinical health indicators and
quality of care index.
Resident Councils and Family Councils
Resident councils, ombudsmen, and family councils help members of nursing facilities
become aware of their rights and power as consumers of services. Facilities that implement
family and resident advocacy councils are more likely to recognize the importance of family and
resident input to solving problems. Advocacy councils empower residents and families and give
them the opportunity to voice their opinions about the types of staff and services they desire.
Councils also provide a channel to voice opinions about quality issues such as the types and
quality of activities offered, choices about food, when to get up, when to go to bed, freedom to
come and go within the nursing home, and outside of the home. Choices in roommate
assignment, bathing schedules, personal care attendants, and physician care are also areas that
councils such as these can help to enhance the lives of people who live in nursing homes. In a
study of nursing homes by the Robert Wood Johnson Foundation (1985) the main subjects that
residency councils listed as being most important were: choices about foods, living
arrangements, personal care, a pleasing happy home life, and the opportunity to help themselves
whenever possible. Family councils serve as a link between the nursing home and the
community. The councils monitor the care and lobby for laws for nursing home reform.
Together with paid or unpaid ombudsmen, the advocacy councils advocate for and help residents
and families understand and exercise their rights guaranteed to them by law.
The Center for Ombudsman Resources is funded by the Administration on Aging (2000).
Nursing facilities that promote advocacy groups, resident councils, and family councils in
differing organizational structure and cultural styles may have better representation and outcome
scores for supports and services that the residents and families say are important to them.
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Staffing Patterns
Adequate staffing affects the ability to provide quality care in any nursing home facility.
The staffing patterns may vary due to the philosophy of administrators and the degree of health
needs required by the persons served. As the intensity of services increases, many facilities find
that an increase in professional services is required (Allen, 1997). A shortage of registered
nurses and licensed practical nurses may change the proportional ratios at some facilities for
those professions (Scully, 2002).
Labor is the most significant cost for nursing facilities. One way to increase the
efficiency of nursing homes is to provide an atmosphere where staff and customers feel valued
and secure (Sherman, 2000). Consistent staff and care giving is a key to that value. A highly
motivated and contented staff consists of people who enjoy high-level job satisfaction and give
high levels of patient care (Allen, 1997; Burke & Summers, 2001). Additionally, facilities that
hire and train more employees as permanent rather than contract personnel showed an increased
efficiency by reducing expensive agency staffing from 25% to 50% (Scully, 2002)
Staffing patterns are regulated by state and national nursing home regulations. State
regulations may vary from state to state; however, all must adhere to the minimum national
regulations (Allen, 1997). In the state of Tennessee for instance, each nursing home must have
an organized 24-hour nursing service furnished or supervised by a registered nurse. Each home
must have a licensed practical nurse or registered nurse on duty at all times with at least two
nursing personnel on duty each shift (TN. Standards for Nursing Homes Chapter 1200-8-6).
The data reported to HCFA by all nursing homes relative to staffing ratios are calculated
by using a two-step process. The average total number of hours worked by registered nurses,
licensed practical nurses, and certified nurse assistants in the nursing home for each day during a
two-week period prior to the federal inspection is aggregated and divided by the number of
residents present during the same period to calculate the ratio of (RN, LPN, CNA) staffing hours
per resident day (HCFA, 2000). Because the ratios of professional staffing may vary depending
on state regulations, the philosophy of the administration, and the type of ownership; differences
of staff assignment and ratios might have an impact on the clinical health indicators and quality
of care index at facilities with differing organizational structure and cultural environments.
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Alternative Long-term Care and Cultural Change
A review of long-term care research and related subject matter emphasized the changing
demographics of the older population, the escalating costs of long-term care facilities, escalating
costs of pharmaceuticals and ancillary services, shortages of care workers, and a need to rethink:
cultural attitudes, leadership styles, organizational structure, and training strategies for the
management of long-term care facilities nationwide. The common purposes elucidated in the
literature appear to include: a provision for cost effective quality care within an environment
that can also provide independence, autonomy, and a feeling of well-being and belonging.
The Eden Alternative™
Thomas (1996), the founder of the Eden Alternative concept, was one of the first to
write about this innovative approach to creating nursing home environments. His research
indicated that the development of nursing homes that portray a human habitat with animals,
trees, gardens, children, people of all ages in active participation in recreational and work-related
activities; and interdisciplinary teams of professionals who work together to solve conflicts and
improve communication of ideas in a natural environment, provided a better quality of care.
The leadership style of the Eden Alternative is one that embraces a holistic philosophy that
values the minds, bodies, and spirits of caregivers as well as those who receive the care. The
style emphasizes family participation in care planning and community interaction. In the
facilities that first promoted an Eden style of cultural change, the HCFA clinical quality
indicators showed: a decrease in medications, a decrease in depression and loneliness, a
decrease in the need of multiple medications, an increase in nutrition, and well-being for the
people who lived there after initiating innovative leadership and organizational cultural and
structural changes (Thomas). Thomas called that style of cultural change, "The Eden
Alternative™ ".
To become an Eden home, an organization may register using the computer online
registry application (Eden Alternative Site, 2002). The registration is then forwarded to a
regional coordinator. In order to become registered the organization must demonstrate: a
knowledge of the 10 principles of the Eden Alternative™, a willingness to undertake a cultural
change, a willingness for the facility administrator to be trained as a certified Eden associate
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prior to the approval and the addition of a facility to the Eden Registry. The leadership role that
the administrator undertakes is crucial to the success of the approval of an Eden home. For that
reason, if an administrator leaves the position, a new administrator must complete the Eden
leadership training within six months so that the facility can remain registered. The regional
coordinator mentors the organization through the Eden concepts and principles, monitors the
progress of the organization through web page articles and on site validation visits to the
facilities prior to the registration approval, provides training sessions for the associates, and
teaches the public, regulators, and industry trade groups about the Eden Alternative™. The
initial cost for registration after approval is $505.00.
The Benefits of registering include space on the Eden website to publish stories about
cultural change within the facility, an Eden tree plaque that serves as a mark of distinction, a
framed copy of the ten principles of leadership, a hand book about the Eden principles, and a
yearly plaque. The purpose of the Eden tree is to display symbols that represent implementation
of the structural and cultural values of the Eden Alternative™. As a facility completes the work
towards completion of the 10 leadership principles, a symbol is added to the tree. The tree
represents a reward system designed to honor and celebrate those who give care (Eden
Alternative Site, 2002).
The following are the 10 principles of the "Edenizing Nursing Home"
1. Understands that loneliness, helplessness, and boredom account for the
bulk of suffering in a typical nursing home.
2. Commits itself to surrendering the institutional point of view and adopts
the human habitat model that makes pets, plants, and children the pivots
for daily life in the nursing home.
3. Provides easy access to companionship by promoting close and
continuing contact between the elements of the human habitat and
residents.
4. Provides opportunities to give as well as to receive care by promoting
resident participation in the daily round of activities that are necessary to
maintain the habitat.
5. Imbues daily life with variety and spontaneity by creating an
environment in which unexpected and unpredictable interactions and
happenings can take place.
6. De-emphasizes the programmed-activities approach to life and devotes
those resources to the maintenance and growth of the habitat.
7. De-emphasizes the role of prescription drugs in the residents' daily life
and commits these resources to the maintenance and growth of the
habitat
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8. De-emphasizes top-down bureaucratic authority in the home and seeks
instead to place the maximum possible decision-making authority either
with the residents or in the hands of those closest to the residents.
9. Understands that Edenizing is a process, not a program, and that the
habitat, once created should be helped to grow and to develop.
10. Is blessed with leadership that places the need to improve residents'
quality of life over and above the inevitable objections to change.
Leadership is the lifeblood of this process, and nothing can be substituted
for it (Thomas, 1996, p. 66).
The role of the regional coordinator is to provide supports, teach the public, and
validate the progress of each home towards attainment of the 10 principles. The role of the
trained associate is to teach the principles and practices of the Eden Alternative™ to the staff of
the facility, the community, and the industry groups in their areas and to promote leadership
within the organization.
Addressing the following issues develops leadership: respecting the individuals served staff and customers; recognizing the human spirit as not just a religious experience, but rather a
spiritual exchange that goes beyond dollars; cultivating curiosity; accepting the need for
continuous change; developing teamwork wherein the staff and administrator share in the
decision making process; and being committed to improving a person’s quality of life (Thomas,
1996).
The cultural change is first recognizable by signs that the physical surroundings of the
facility have changed from a sterile environment to one that is alive with plants, art, pets,
children, and activities. Next a social environment change occurs as the people residing in the
nursing home begin to make contacts with other social groups outside of the home. A focus on
residents’ rights begins to take shape. Once this happens, employee empowerment is evident in
the daily decision making process. Lastly the letting go of bureaucratic management style
becomes evident as the staff is encouraged to manage their own work areas. Peer supervision,
employee scheduling of staff, and interdepartmental teams are evident. Success depends on the
commitment to the principles of change of the organizations that embark on the Eden
Alternative™ (Thomas, 1996).
Gustafson, Teitlebaum, and Grant (1997), from their research on similar organizational
transformation, also promoted the concepts for cultural changes that are being emphasized by the
Eden Alternative. The research group suggested the following goals for culture change that are
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pertinent to this study: (1) The government should ensure that providers of services reach a
minimum standard of quality; those standards should be measurable. (2) There is a need to
include residents and their family members in the process to improve quality of life in nursing
homes. (3) Access to information technology for families, surveyors, and regulatory agencies is
necessary to assure that minimum standards are met. (4) Resident and family choice,
ombudsman programs, and a focus given to the cultural and linguistic environment of the staff
and people being served are all important quality issues for long-term care facilities of the future.
Bearson (1997) also expressed similar needs for a cultural change in the nursing home
industry. She sited the changing demographics of the long-term care market and the preferences
of consumers. The "Boomers" she reported are an assertive group with a broad array of higher
order needs and interests such as autonomy, independence, responsibility for decision making, a
need for enhanced participation in community life and well-being. She concluded from her
research that the Eden Alternative presented by Thomas was new; however, it reflected the
concept of many major humanizing efforts already taking place in the long-term care industry.
Sherman (2000) emphasized the importance that culture change, education, and training
play in empowering caregivers. She presented the fact that Eden Alternative™ facilities, through
vigorous leadership training efforts, have completely re-created their staff. The organizational
charts reflected interdisciplinary teams, empowerment of staff, and a focus on quality care for the
older persons they serve.
The implementation of the Eden Alternative™ appears to have had a positive impact on
nursing homes in the southwest region of the United States. In a study by Southwest Texas State
University Institute for Quality Improvement in Long-term Health Care, Ransom (2000) outlined
outcomes that were analyzed within five Texas nursing homes that participated in the Eden
Alternative™. A summary of significant cumulative findings after two years of operation were:
60% decrease in behavioral incidents, 57% decrease in pressure sores, 25% decrease in bedfast
residents, 18% decrease in restraints, a 48% decrease in staff absenteeism, and a 11% decrease in
employee injuries. Overall the Ransom study revealed the following clinical outcomes for
facilities that were committed to the Eden Alternative concepts of leadership: a decrease in
behavioral problems, a decrease in pressure ulcers, an increase in ambulatory people, a decrease
in bedfast people, a decline in restraint use, and a decrease in contractures (limitation of joint
movement). Another caveat of this alternative type of care was the reported decrease in overall
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absenteeism of employees, a decrease in employee injuries, an increase in employee
empowerment relative to staffing schedules, and an increase in morale and work ethics. The
changes reported by the customer’s perceptions of their own quality of life included: satisfaction
with staff, increased homelike surroundings, more involvement of families, and community
participation which added meaning to the lives of the people being served (Ransom).
Another focus group study of Texas certified nursing assistants who were employed by
homes using the Eden concepts revealed findings consistent with other Eden Alternative™
facilities (Burke & Summers, 2001). The findings of the focus study revealed that facilities
scored better on the quality indicators when leadership viewed workers as people rather than as
persons filling a role.

Most of the changes suggested by the employees involved in this study

required little if any expenditures, and the outcomes for improvement in staff to customer
relationships were priceless. The writers emphasized that it is the responsibility of management
and leadership to set the tone for the organization. In times of limited resources and a paucity of
pay it is very important that the experience of the work environment provide positive outcomes
for the staff as well as the people served.
The Person-Centered Alternative
Research of another related group of federally approved long-term care facilities that
have been successfully using humanizing concepts are those facilities that have been credentialed
by the Council on Leadership for Persons with Disabilities (Gardner, Carran & Nudler, 2001;
Gardner & Dykstra, 1993) The person-centered concept of care giving is similar to the ideas of
Thomas (1996) and also illustrates the importance of cultural change, which includes the training
of staff in the concepts of transformational leadership, management, and planning techniques.
Quality indicators integral to the person-centered concept (Gardner, 2000) include the
development of personal identity, autonomy, affiliation, attainment, rights, health, and
safeguards for the people served. Research has shown that many long-term care facilities for
people with disabilities have been successful in improving the outcomes of care when use of
those humanizing concepts are put into action in the community setting as well as in the
institutional setting (Gardner et al., 2001).
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The Medicare+Choice Alternative
Berenson (2001) outlined a proposal put forth by the federal government to change the
focus on reimbursement from Medicare funded programs to private plans that improve quality.
The plan is called Medicare+Choice. The proposal acts similar to an HMO plan. According to
Berenson, current data reflect that Medicare+ Choice plans "mirror the quality of Federal
Medicare and Medicaid-neither is very good." (p.1). Two alternatives offered were: (1) make
Medicare+ Choice plans totally separate from Medicare or Medicaid, (2) create a value-based
program that rewards plans that provide high quality care.
According to Jagler and Sneider (1999) the nation's largest long-term care providers are
having problems such as debt, poor survey results, and allegations of Medicaid fraud. The
problem is heightened because many nursing homes are cutting costs by eliminating some
expensive medical programs, which have caused more of their customers to spend longer periods
of time in expensive hospital environments. According to a report by the HCFA (2000), national
health spending climbed 6.9%. Federal and State Medicaid spending totaled $202 billion in the
year 2000.

Medicaid accounted for 61% of all nursing home revenues and was the primary

source of payments. Because of increasing costs for long-term care, pressure will continue to
rise in both the public and private sector of this market especially relative to Medicaid and
Medicare add-ons for re-imbursement alternatives that help to maintain quality services.
Costs, Ownership, and Alternatives
Scully (2002) stated that several publicly held nursing facilities are struggling to emerge
from bankruptcy; many of the troubled companies are often over-leveraged. Over-leveraged
companies are those that aggressively expanded their ancillary services as provided under the
OBRA act of 1987. The expansion lead to dramatic increases in physical, occupational, and
speech therapy costs. Those facilities that implemented the services were considered to be
some of the most quality-oriented facilities. However, since the institution of the Balanced
Budget Act of 1997, the prospective payment system changed the focus on payment provisions
for ancillary services. As a result of the change, many nursing home facilities, both for-profit
and non-profit, started to cut services or went bankrupt. According to Scully companies that
offered only basic services during the years 1997-2001 have survived the new changes in
Medicare/Medicaid funding structures.
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As opposed to for-profit organizations, non-profit organizations do not necessarily
concentrate on making a profit for a particular investor group, but they do attempt to generate
funds through foundations and entrepreneurial funding to make enough income to cover costs
of operation. "Therefore although the non-profit health care organization does not specifically
have the bottom-line profit figure to direct decision making, it must get the best return it can on
its reserves and resources", (Ginter et al., 2000, p. 330).
After the Balanced Budget act of 1997, all types of nursing home management came
under new financial pressures because of a slow-down in government spending for nursing
home facilities. In 1999 and 2000 two laws were passed to help offset the reimbursement
dilemma. The laws are known as the Balanced Budget Refinement Act of 1999 (BBRA) and
the Benefits Improvement and Patient Protection Act of 2000 (BIPA). The enactment of the
laws added $1.7 billion to the funding resources for nursing facilities nationwide. The
resources are only extended partially to the year 2002, so there remains concern in the longterm care industry about the ability to maintain quality services with a diminished cash flow in
the year 2002. According to HCFA estimates, the two acts supplemented reimbursement rates
by $56.25 per day for nursing home residents but this is only a temporary 18-month
reimbursement that ends in fiscal year 2002. Non-profit organizations still struggle to access
capital (Scully, 2002).
For-profit healthcare organizations focus their attention on profitability, the external
competitive environments, and dominance for control in local and regional markets. Control
comes about by accessing competitive regional markets and abandoning markets that are poor
profit makers (Ginter et al., 2000). The distinction between the organizational structure of the
non-profit and for-profit nursing home is beginning to diminish as the for-profit systems begin
to rely more heavily on government funding to survive. Among the for-profit nursing home
groups, Medicaid recipients comprise 65-70% of the resident census and generate 45% of the
revenue for nursing facilities (Scully, 2002).
In 1986, government nursing homes consisted of "one hundred fifteen nursing homes
located in V/A medical centers" (Ginter et al., 2000, p. 774). The facilities were funded by the
Veterans Affairs Committee to help meet the needs of the growing population of older
veterans. Thirty percent of veteran nursing home care was provided by community facilities in
the form of day care centers, community based residential care programs, adult day health care
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programs, 49 medical centers which provided services for chronically ill older veterans, and 50
nationwide geriatric evaluation units that provided medical and psychological diagnosis and
treatment. With the growing census of the older veteran population, the future direction of
government nursing homes is focused on mainstreaming services into state and local Medicaid
programs, integrating with the armed forces medical units, and specializing in long-term care.
As of December 2001 there were 1,069 federally approved government funded nursing homes
(The Official U.S. Government Site for Medicare Information, 2000).
The most significant cost for nursing homes is the cost of labor. According to an
analysis by Credit Suisse First Boston, about 55-60% of most nursing home facility revenues
pay for labor costs (Scully, 2002). Most of the staff represents non-skilled nursing assistants
(CNA's); however, the labor market for assistants is very scarce because other non-skilled jobs
in communities are available at higher rates of pay. A vacancy and turnover rate for registered
nurses is also high.
A re-examination of the market and supports provided is needed. Everyone is looking
for ways to maximize human resources; tangible measurable health care outcomes for people
served, and the intangible needs of those who provide the care. A look at some health and
clinical indicators for nursing home facilities nationwide that are attempting to promote
alternative organizational or cultural changes might provide guidance and direction to future
quality initiatives.
Summary
In summary, the literature attests to the changes occurring in the nation's long-term care
facilities. The Eden concept of organizational structure and cultural change may prove to be a
viable option for future cultural and structural change in the long-term health care field. A
research of the literature documented the implementation of innovative restructuring and
alternative delivery systems by some long-term care facilities nationwide. It is not clear,
however, if administrators, leaders, ombudsmen, healthcare planners, and families can agree on
what quality focus is best for the populations involved. The purpose of this study was to
determine the extent to which organizational structure and cultural variables were related to the
eight clinical healthcare indicators in the HCFA-NHCD. A related purpose was to determine the
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extent to which those organizational structure and cultural variables could be used to predict the
quality of care for residents in federally approved nursing homes.
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CHAPTER 3
RESEARCH METHODOLOGY
This chapter includes a description of the study design, hypotheses, selection of the
populations, and a description of the data analysis.
Description of the Study
Long-term care facilities certified by Medicare and Medicaid and regulated by the Health
Care Finance Administration (HCFA) since 1991 have been required to use a performance-based
assessment tool entitled Minimum Data Set (MDS). This study represents a secondary data
analysis (Gall, Borg, & Gall, 1996; Keicolt & Nathan, 1985; Stewart, 1983) of the public use
data set entitled nursing home compare dataset (NHCD). Three of the indicators used in the
HCFA-NHCD are derived from the national MDS. The other five indicators reported are
collected from the national On-line Survey Certification and Reporting Data Set (OSCAR). The
data are collected by nursing homes, verified by state certified investigators, and reported to the
HCFA during the annual and quarterly face to face and online surveys of each nursing facility in
the United States (HCFA Applicability, 2002).
The HCFA has published quality improvement standards for the nursing home industry.
Those who report the data to the online reporting system have been trained in the assessment and
the data reporting techniques outlined by HCFA. All certified Medicare or Medicaid nursing
facilities must complete, record, encode, and transmit the MDS information for all residents in
their facility regardless of age, diagnosis, length of stay, or payment category. Failure to
complete and transmit the MDS data represents non-compliance with federal regulations for
nursing homes, 42CFR 483.20 and may result in enforcement actions (HCFA Contractual
Agreements, 2002). The data used in this study are percentile scores reported in the month of
December 2001 in the HCFA-NCHD provided by the HCFA (The Official U. S. Government
Site for Medicare Information, 2000).
The purpose of the study was to determine the extent to which organizational structure
and cultural variables were related to the eight clinical health indicators contained in the HCFANHCD. A related purpose was to determine the extent to which those organizational structure
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and cultural variables can be used to predict the quality of care for residents in federally
approved nursing homes.
The organizational culture variables were: Eden homes versus Non-Eden homes, and
types of advisory councils (resident, family, both, or none). The organizational structure
variables were: ownership (for profit, non-profit, and government), size of the organization
(fewer than 50 residents, 50-99, 100-199, and 200 residents or more) (Sondik, 2000), and
staffing patterns of (RNhrs, LP/LVNhrs, CNAhrs, and Total staff hrs per resident day)
(Appendix A). The populations used in the analysis portion of this study are graphically
displayed in Appendix B.
Rationale of Using Secondary Analysis of Data
Secondary analysis of data is a process that uses creative analytical techniques against
data that have been collected by other surveyors (Kiecolt & Nathan, 1985). Advantages to the
analysis procedure include the ability to use other research resources, the ability to complete the
study independently using archived databases, and the convenience of not having to align oneself
with a large organization in order to complete the study. Disadvantages for this type of data
collection and analysis are: data are available only in scaled or aggregated formats, the data may
have been collected for purposes other than those being used in the study, and the data
represented may not be timely (Stewart, 1983). The judgment to use secondary data rests with
the researcher and his or her perception of the quality of the data, and the relevancy of the data to
the problem addressed (Gall et al., 1996; Glesne, 1999).
Population of HCFA Nursing Homes
The population for this quantitative study consisted of aggregated data downloaded from
the HCFA-NHCD. The databases describe nursing home characteristics, resident characteristics,
and inspection results for nursing homes certified by Medicare or Medicaid nationwide (HCFA,
2002 MDS Applicability) . The entire population downloaded for use in this study as of
December 2001 consisted of 16,722 nursing homes. A subset of the population entitled Eden
Alternative™ homes was extracted from the population for comparative analyses. The subset of
Eden homes consisted of a total of 164 Eden homes extracted from the total of 240 Eden
Alternative™ homes listed on the Eden Home Registry on December 23, 2001 (Bush, 2002).
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Homes on the Eden Registry that were not funded by Medicare and Medicaid dollars, those
which did not report to HCFA, or which were not located in the United States or one of its
territories were eliminated from the set of Eden Alternative facilities compared in this study.
The total number of federally approved Non-Eden nursing homes analyzed in this study
consisted of 16,558 homes. Samples of the data according to various combinations of
organizational structure and cultural variables were extracted from the entire HCFA population
(Appendix B).
The HCFA National Data Set - Justification for Use
Because data archived as part of the MDS data set are considered to be a part of each
resident's clinical record, and as such are restricted for use by the privacy laws of sections 1819,
1864, 1919a, and 1919b of the Social Security Act and the National Nursing Home Regulation
42CFR 483.10e (HCFA Privacy Act, 2002), the aggregated and scaled format of the nursing
home public use data set lends itself well to secondary research concepts and methods. The
relevancy of the data to this research study is justified by the fact that the indicators identified as
variables in the study (Appendix A) have been determined by federal and state government
funding sources and experts in the health care field to be a set of indicators that determine the
minimum standards of care for nursing homes nationwide (HCFA). The quality of the data from
the MDS registry is supported by the fact that trained professionals at each nursing facility report
the data.

An element of trust in the data collection is assumed by the researcher and is balanced

by the fact that data reported by trained people familiar with the facility policies and procedures
are more accurate than data reported by an outside auditor whose time and intimate knowledge
of the facility is limited (Glesne, 1999). The use of the data is also justified by the results of
federal audits, which constitute a look behind of the self-reported data aggregated by each
facility. The use of the data is also supported by the research of Gustafson et al. (1997) that
stated that access to data by families, staff, surveyors, and regulatory agencies is necessary to
assure that the quality improvement standards are met. Additionally, the relevancy of the data is
justified, because the intended purpose of the HCFA-NHCD used in this study was to publish the
results of eight clinical indicators so that families can make informed nursing home choices.
This study used the same indicators in a similar manner; however, other elements such as
organizational culture and structural variables were also correlated with the data in order to
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gauge the effect of organizational culture and structural variables on the quality of care for
residents in federally approved nursing homes.
Procedures for Obtaining and Organizing The Data
The source of the data used in this study was obtained on December 23, 2001 from the
HCFA site:( www.medicare.gov/download/downloaddb.asp). The data were saved to CDROM. The data were contained in four databases and corresponding Microsoft word
documents that described how the databases were arranged. A listing and description of the
populations and variables available for use, as well as those selected from the databases for use
in this study, are given in Appendices A & B. Delimiters coded 199, 201, and 255, which
marked the boundaries in the clinical indicators for data "not applicable", "data unknown", and
data determined by the HCFA to be "inaccurate" were eliminated and replaced with null values.
The source of the data for the population of Eden Alternative™ facilities was obtained
from the site http:/www.edenalt.com on January 23, 2002 (Bush, 2002). Facilities not located in
the United States or its territories and not reporting to HCFA during the month of December
2001 were eliminated from the population of Eden facilities (Appendix B). The populations of
Eden and Non-Eden homes were compared in terms of the clinical health indicators,
organizational cultural variables, and organizational structure variables outlined in the literature
review section of this study. The whole population of nursing homes listed in the HCFA-NHCD
was analyzed in order to determine the relationship between the eight clinical health indicators in
the HCFA-NHCD and the organizational structure and cultural variables outlined in this study.
(Appendix A)
Measurement of Variables
Organizational Structure Indicators
Size
In order to analyze the descriptive characteristics of HCFA nursing homes nationwide,
the variable size was broken into four categories using the size parameters outlined in the
publication of the Vital and Health Statistics for The National Nursing Home Survey (Sondik,
2000). The sizes are as follows: 0-49, 50-99, 100-199, and >200 residents. The data for the
“total number of residents” residing at HCFA nursing homes for the month of December 2001
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were selected from the HCFA-NHCD. The database is divided into four parts entitled
“nhcaboutnh”, “nhcresidents”, “nhcstaff”, and “nchinspres”. The “total number of residents”
was selected from the database entitled “nhcresidents”.
Staffing Patterns
The staffing patterns were selected from the HCFA-NHCD database entitled “nhcstaff”
from

the

columns

entitled

“RNnhrs/res..”,

“LPNLVNhrs/res..”,

CNAhrs/res..”,

and

“Totalhrs/res..”. According to the HCFA-NHCD Microsoft word document "nhcaboutstaff", the
hours for each discipline were determined by calculating the total number of hours worked by
each discipline during a two-week period prior to the inspection. Each calculation was divided
by the number of residents residing in the homes during the two-week period prior to the
inspection. The “Totalhrs/res” represent the sum for the three disciplines.
Type of Ownership
The types of ownership (for profit, non-profit, and government) were selected from the
HCFA database entitled “nhcaboutnh” from the column entitled “Ownership”.
Organizational Culture Variables
Eden vs. Non-Eden Facility
The population for the Eden homes was selected from a registry provided by the Eden
Alternative (Bush, 2002). Eden homes not participating in Medicare or Medicaid programs as
of December 2001 and homes not located in the United States and its territories were eliminated
from the Eden home population that was extracted from the HCFA database as of December
2001 (www.medicare.gov/download/downloaddb.asp).
Use of Advisory Council vs. No Advisory Council
The advisory councils were selected from the database entitled “nhcaboutnh” from the
column entitled “Resident and Family Councils”. The advisory council variable was represented
by one of the following four values: 1) family, 2) resident, 3) both (resident and family), 4)
None (www.medicare.gov/download/downloaddb.asp).
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Clinical Healthcare Indicators
The indicators were selected from the database entitled “nhcresidents”. The scores
represented a percentage score for each indicator. The scores were collected by state survey
agencies that performed onsite evaluations at least once during a 15-month period in accordance
with rules and training provided by (HCFA). The indicators apply to all nursing facilities that
receive federal and state funding through the Medicaid program regardless of the type of facility
(Gurvich et al., 2000; HCFA, 2002 MDS applicability). The following eight indicators are the
entirety of indicators reported in the HCFA-NHCD and were used in this study:
1.
2.
3.
4.
5.
6.
7.
8.

The Percent of Residents who are Bedfast.
The Percent of Residents with Joint problems.
The Percent of Residents with Bowel and Bladder Problems.
The Percent of Residents with Weight Problems.
The Percent of Residents with Physical Restraints.
The Percent of Residents with Pressure Sores.
The Percent of Residents with Behavioral Problems.
The Percent of Residents with Eating Difficulties.
Quality of Care Index

The eight individual clinical indicators contained in the HCFA-NHCD were all answered
with percentage scores. The scores represented the percentage of residents with a particular
healthcare outcome. This reporting method is adequate for general descriptive statistics;
however, it was not adequate for the purpose of predicting the level of a resident’s quality of care
in a nursing home because the significance and weight of impact for each indicator on the
person's quality of care is not considered when an individual indicator is considered in isolation.
To determine the significance of impact for each clinical indicator used in this study, it was
necessary to construct a weighting scale that assigned the proper emphasis to each indicator and
represented the true impact of that indicator on a resident’s quality of care in a nursing home.
The literature review for the eight clinical indicators supports the weights assigned to each
indicator in this study (Table 2).
The weighting scale and calculations (see Appendix C) encompass the mathematical
justification for the development of the Quality of Care Index (Table 2). The weights were
calculated from the national averages for each indicator as of December 2001 (Table 1). The
Quality of Care Index was subsequently regressed upon the organizational structure and cultural
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variables, in order to predict the overall level of quality of care for residents in federally
approved nursing homes.
Need for a Non-subjective Method
Assigning weights to each indicator to represent how each affects an individual's quality
of care can be a very subjective task. Quality of care is a relative concept, and, as such, the term
means different things to different people. Two equally qualified healthcare professionals, while
trying to describe the quality of a person's care, could easily assign different weights to the same
indicator. In order to avoid the potential for researcher bias, a non-subjective (mathematically
based) method of constructing a Quality of Care Index was needed.
The Method for Constructing the Quality of Care Index
In the entire HCFA-NHCD population of 16,722 nursing homes reporting to HCFA as of
December 2001 the national average for the responses to each of the eight clinical indicators was
calculated. Table 1 illustrates the results:
Table 1.
National Mean Percentage on each of the Eight Clinical Indicators
INDICATOR %

NATIONAL AVERAGE %

Percent of Bedfast Residents
Percent of Joint Problems
Percent of Bladder & Bowel
Percent of Weight Problems
Percent of Physical Restraints
Percent of Pressure Sores
Percent of Behavioral Problems
Percent with Eating Difficulties

4.99%
28.21%
58.39%
8.12%
10.39%
9.75%
30.21%
8.81%

Note: These scores represent the national average for each indicator as of the date December 2001.

Based on the literature review of the clinical indicators used in this study, the postulation
was made that clinical indictors, that have the highest negative impact on an individual's quality
of care should occur less frequently in the general nursing home population than those indicators,
that have a lower negative impact. To reflect that argument, the indicators for which the national
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average was low were weighted more heavily than those for which the national average was
higher.
Weighting Scale.
For convenience of calculations, weights were designed with a range from 1-10 (Table
2). A value of 1 signified that an indicator had the least impact on an individual's quality of care
and a 10 signified that an indicator had the greatest impact on an individual's quality of care.
Because each indicator reflected the percentage of residents with a particular health problem, the
value of each indicator was in the range 1-100. In order to find the weight for each indicator, its
national average was first subtracted from 100. Next, the result was divided by 10.
Once the weights were calculated, an overall Quality of Care Index Score was obtained
for each nursing home by multiplying the percentage on each of the indicators by the appropriate
weight. The weighted indicator percentages were then summed. The sum of the weighted
indicators was then used as the Quality of Care Index Score for each nursing home. The weights
for each of the clinical health care indicators are displayed in Table 2.
Table 2
Quality of Care Index Weights Calculated to the First Significant Digit
______________________________________________________________________________
INDICATOR
WEIGHT
______________________________________________________________________________
Percent of Bedfast Residents
9.5
Percent of Joint Problems
7.2
Percent of Bladder and Bowel
4.2
Percent of Weight Problems
9.2
Percent of Restraints
9.0
Percent of Pressure Sores
9.0
Percent of Behaviors
7.0
Percent of Eating Problems
8.1
______________________________________________________________________________
Note. The calculations are summarized by the formula (100-national average)/10. The Quality of Care Index
calculations for each indicator are individually represented in Appendix C.
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Hypotheses
Because the entire population of nursing facilities was included in the dataset, rather than
a sample from the population, no inferential statistics are presented and no hypotheses were
tested. Rather, the analysis consisted of a series of analytical responses to each of the research
questions.
Data Analysis Procedures
The data were entered into the SPSS Statistical Package (2001) for analysis. Descriptive
statistics were used to answer research question 1. Nonparametric measures of correlation
(Pearson's r and Point-bi-Serial) were used to answer research question 2. Hierarchical multiple
regression analysis was used to answer research question 3.
shown in Appendix A.
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Variables used in the analyses are

CHAPTER 4
ANALYSIS OF DATA
This chapter includes a description of the characteristics of nursing homes included in the
HCFA Nursing Home Compare Data Set (HCFA-NHCD) as of December 2001. The purpose of
this study was to determine the extent to which organizational structure and cultural variables
(Appendix A and B) were related to the outcomes on the eight clinical healthcare indicators in
the HCFA-NHCD as reported by federally approved nursing homes. A related purpose was to
determine the extent to which those organizational structure and cultural variables could be used
to predict the level of quality of care for the residents in federally approved nursing homes.
Research Question #1
What are the characteristics of the nursing homes included in the HCFA-NHCD?
Table 3 illustrates the analysis of the HCFA-NHCD by the organizational culture variable
“type of home” and the organizational structure variable “type of ownership”. The number of
nursing homes in the HCFA-NHCD as of December 2001 was 16,722. The HCFA-NHCD was
sub-divided into sub-groups based on whether the homes were Eden homes (n=164) or NonEden homes (n=16,558). This classification of subgroups represented one of the major cultural
variables in the study. The average resident occupancy for all the reported HCFA nursing homes
was 88. The average resident occupancy for Eden homes was 104, and the average for NonEden homes was 88.
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Table 3
Frequency and Percentage of Federally Approved (HCFA) Nursing Homes, by Type of Home
(All HCFA, Eden Only, and Non-Eden Only), and Type of Ownership (For Profit, Non-Profit,
and Government)
Type of Ownership

f

%

10,874
4,779
1,069
16,722

65
29
6
100

67
77
20
164

41
47
12
100

10,807
4,702
1,049
16,558

65
29
6
100

All HCFA Homes:
For Profit
Non Profit
Government
Total
Eden Homes Only:
For Profit
Non Profit
Government
Total
Non-Eden Homes Only:
For Profit
Non Profit
Government
Total

As evident from Table 3, the proportion of homes in each ownership category varied
considerably. Of particular interest, is the variation seen between Eden homes and Non-Eden
homes. The largest ownership category of Eden homes was the "non-profit" category (n=77 or
47%) whereas among the Non-Eden homes, the majority of homes were in the "for-profit"
category (n=10,807 or 65%).
The frequency and percentage of federally approved nursing homes by size category is
illustrated below in Table 4.
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Table 4
Frequency and Percentage of Federally Approved Nursing Homes, by Type of Home (All HCFA,
Eden Only, and Non-Eden Only) and Size Category (0-49, 50-99, 100-199, and >200) of Home
Size Category

f

%

4,196
6,852
5,036
638
16,722

25
41
30
4
100

22
64
69
9
164

13
39
42
6
100

4,174
6,788
4,967
629
16,558

25
41
30
4
100

All HCFA Homes:
0-49
50-99
100-199
>200
Total
Eden Homes Only:
0-49
50-99
100-199
>200
Total
Non-Eden Homes Only:
0-49
50-99
100-199
>200
Total

As shown in Table 4, it appears that the distribution of homes according to size category
varies substantially between Eden homes and Non-Eden homes. Homes in the (0-49) size
category were nearly twice as prevalent among Non-Eden homes (n=25%) as they were among
Eden homes (n=13%). Additionally, homes in the (100-199) size category were more prevalent
among Eden homes (n=42%) than among Non-Eden homes (n=30%). Additional analysis
revealed that on average, Eden Homes had larger resident occupancies (M=104) than Non-Eden
homes (M=88).
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Table 5 illustrates the distribution of staffing patterns among federally approved nursing
homes by type of ownership and type of home.
Table 5
Mean Number of Hours Worked Per Resident Day by Registered Nurses (RN), Licensed
Practical Nurses (LPLVN), and Certified Nursing Assistants (CNA) in Federally Approved
(HCFA) Nursing Homes, by Type of Home (All HCFA, Eden Only, and Non-Eden Only) and
Type of Ownership (For Profit, Non-Profit, and Government)
Ownership and Discipline

All
Homes

For Profit
Homes

Non Profit Government
Homes
Homes

.84
.71
.84

.64
.59
.64

1.22
.82
1.22

1.12
.67
1.13

.82
.87
.82

.76
.74
.77

.92
1.04
.92

.94
.67
.94

2.36
2.76
2.35

2.22
2.35
2.22

2.61
3.14
2.60

2.59
2.72
2.59

4.01
4.34
4.01

3.62
3.68
3.63

4.74
5.00
4.74

4.65
4.06
4.66

RN'S:
All HCFA
Eden Only
Non-Eden Only
LPLVN's:
All HCFA
Eden Only
Non-Eden Only
CNA's:
All HCFA
Eden Only
Non-Eden Only
Total Nursing Hours:
All HCFA
Eden Only
Non-Eden Only

As shown in Table 5, Staffing patterns appear to differ significantly between Eden and
Non-Eden homes. While Non-Eden homes used more RN hours per resident day (M=. 84) than
Eden homes (M=. 71), Eden homes had higher LPLVN (M=. 87), CNA (M=2.76), and Total
Hours (M=4.34) per resident day than Non-Eden homes.
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Table 6 illustrates the distribution of staffing patterns among federally approved nursing
homes by size category.
Table 6
Mean Number of Hours Worked Per Resident Day by Registered Nurses (RN), Licensed
Practical Nurses (LPLVN), and Certified Nursing Assistants (CNA) in Federally Approved
(HCFA) Nursing Homes, by Size Category (0-49, 50-99, 100-199, and >200) and Type of Home
(All HCFA, Eden Only, and Non-Eden Only)
Discipline and
Size Category

All
HCFA

Eden
Only

Non-Eden
Only

1.73
.54
.53
.58

1.59
.58
.58
.57

1.73
.54
.53
.58

1.27
.65
.69
.63

2.23
.66
.67
.75

1.27
.65
.69
.63

3.00
2.17
2.10
2.16

5.85
2.33
2.32
2.02

2.98
2.16
2.10
2.16

6.00
3.36
3.32
3.37

9.67
3.57
3.56
3.34

5.98
3.36
3.31
3.37

RN's:
0-49
50-99
100-199
>200
LPLVN's:
0-49
50-99
100-199
>200
CNA's:
0-49
50-99
100-199
>200
Total Nursing
Hours:
0-49
50-99
100-199
>200
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As shown in Table 6, in the (50-99), (100-199), and (>200) size categories, there were
slight to negligible differences in the staffing patterns of Eden vs. Non-Eden homes. In contrast,
in the (0-49) size category, Eden homes had a higher level of LPLVN (n=2.23), CNA (n=5.85),
and Total (n=9.67) hours per resident day than their Non-Eden counterparts. Non-Eden homes in
the (0-49) size category had the highest number of RN hours per resident day (n=1.73).
Table 7 illustrates the frequency and percentage of advisory council representation in
federally approved nursing homes by type of home.
Table 7
Frequency and Percentage of Advisory Council Representation in Federally Approved (HCFA)
Nursing Homes by Type of Home (All HCFA, Eden Only, and Non-Eden Only)
Type of Home

f

%

7,970
72
7,386
1,294
16,722

48
<1
44
8
100

71
1
84
8
164

43
<1
51
6
100

7,899
71
7,302
1,286
16,558

48
<1
44
8
100

All HCFA Homes:
Resident
Family
Both
None
Total
Eden Homes Only:
Resident
Family
Both
None
Total
Non-Eden Homes Only:
Resident
Family
Both
None
Total
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As shown in Table 7, Eden homes have a slightly lower percentage of homes with no
council representation (6%) as compared to Non-Eden homes (8%); however, the difference of
two percentage points is not practically significant. Interestingly, Eden homes have the highest
percentage of homes with both a family and resident advisory council (51%). This is in contrast
to their Non-Eden counterparts (44%).
Table 8 illustrates the distribution of staffing patterns in federally approved nursing
homes by the type of home and advisory council representation.
Table 8
Mean Number of Hours Worked Per Resident Day by Registered Nurses (RN), Licensed
Practical Nurses (LPLVN), and Certified Nursing Assistants (CNA) in Federally Approved
(HCFA) Nursing Homes, by Type of Home (All HCFA, Eden Only, and Non-Eden Only) and
Advisory Council Representation
Type of Home and Discipline

RN
Hours

LPLVN
Hours

CNA
Hours

Total
Hours

.68
1.16
.67
2.73

.72
1.92
.78
1.59

2.27
4.06
2.33
2.89

3.67
7.13
3.78
7.21

.66
.5
.74
.76

.79
.86
.97
.57

2.49
1.86
2.99
2.87

3.94
3.22
4.71
4.20

.68
1.17
.67
2.74

.72
1.93
.78
1.59

2.27
4.09
2.32
2.89

3.67
7.19
3.77
7.23

All HCFA:
Resident Councils
Family Councils
Both Councils
No Councils
Eden Only:
Resident Councils
Family Councils
Both Councils
No Councils
Non-Eden Only:
Resident Councils
Family Councils
Both Councils
No Councils
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As shown in Table 8, Non-Eden homes with no advisory council representation used over
twice as many RN hours per resident day (M=2.74) when compared to their Non-Eden
counterparts with advisory council representation. Similarly Non-Eden homes with no advisory
council representation used nearly twice as many LPLVN Hours per resident day (M=1.59) when
compared to Non-Eden homes with resident or both council representation.
The higher reliance upon RNs and LPLVNs in Non-Eden homes with no council
representation may signify that council representation is related to the number of RN and
LPLVN hours required per resident day.
Table 9 illustrates the comparison of all Eden homes versus all Non-Eden homes on each
of the eight clinical health indicators.
Table 9
Comparison of the Mean Percentages of Eden Homes Versus Non-Eden Homes on Each of the
Eight (HCFA-NHCD) Clinical Health Indicators
Eden

Non-Eden

4.47

5.00

Percent of Residents With Joint Problems

32.68

28.16

Percent of Residents With Bowel and Bladder Problems

60.11

58.37

Percent of Residents With Weight Gain or Loss

8.25

8.12

Percent of Residents With Physical Restraints

9.12

10.40

Percent of Residents With Pressure Sores

9.33

9.76

Percent of Residents With Behavioral Problems

32.09

30.19

Percent of Residents With Eating Difficulties

18.05

18.82

INDICATOR
Percent of Residents Who Are Bedfast

Table 9 illustrates that between Eden and Non-Eden homes there is no vast difference in
mean percentage on each of the eight clinical indicators. However, differences did start to appear
when each indicator was analyzed according to the organizational culture, structural variables,
and the size categories outlined in this study.
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Table10 illustrates the analysis of the percent of residents who are bedfast in federally
approved nursing homes by type of home and type of ownership.
Table 10
Mean Percentage of Residents with a Health or Quality Need in Federally Approved (HCFA)
Nursing Homes Based on the Clinical Indicator "Percent of Residents Who are Bedfast" by Type
of Home (All HCFA, Eden Only, and Non-Eden Only) and Type of Ownership (For Profit, NonProfit, and Government)
Type of Home

M

SD

N

5.09
4.70
5.31

7.10
8.24
9.44

10,721
4,578
1,024

4.65
3.81
6.30

5.83
6.26
14.47

66
75
20

5.09
4.72
5.29

7.10
8.27
9.33

10,655
4,503
1,004

All HCFA Homes:
For Profit
Non Profit
Government
Eden Homes Only:
For Profit
Non Profit
Government
Non-Eden Homes Only:
For Profit
Non Profit
Government

As shown in Table 10, Government operated Eden homes had the highest mean
percentage of bedfast residents (M=6.30). In contrast, the lowest mean percentage of bedfast
residents was reported by "non-profit" Eden homes (M=3.81). The second lowest mean
percentage of bedfast residents was reported by "for-profit" Eden homes (M= 4.65). The lower
reported mean percentages of residents who are bedfast in the Eden "non-profit" and "for profit"
homes may reflect the increased activity levels envisioned by the Eden Alternative concepts
(Thomas, 1996). The higher percentage of bedfast residents in Government operated Eden
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homes may signify that those homes cater to a very ill clientele whose illness contributes to
being bedfast.
The analysis of the mean percentage of residents who were bedfast in federally approved
nursing homes analyzed by the type and size category of home produced similar mean
percentages, and was not presented in tabular form.
The analysis of the percentage of residents who were bedfast in federally approved
nursing homes by advisory council representation is illustrated in Table 11.
Table 11
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents Who are Bedfast" in Federally Approved (HCFA) Nursing Homes by
Advisory Council Representation of Home and Type of Home (All HCFA, Eden Only, and NonEden Only)
Type of Home

M

SD

N

4.53
11.34
4.88
8.79

6.45
24.73
7.19
12.84

7876
71
7322
1054

5.39
5.00
3.76
3.63

8.96
0
6.52
3.739

70
1
82
8

4.52
11.43
4.90
8.83

6.42
24.90
7.20
12.872

7806
70
7240
1046

All HCFA Homes:
Resident Council
Family Council
Both Councils
No Councils
Eden Homes Only:
Resident Council
Family Council
Both Councils
No Councils
Non-Eden Homes Only:
Resident Council
Family Council
Both Councils
No Council
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As illustrated in Table 11, Non-Eden Homes, with either both councils or resident council
representation had a lower percentage of residents who were bedfast than those homes with no
council representation.
Table 12 presents the analysis of the percent of residents with joint problems in federally
approved nursing homes by type of home and type of ownership.
Table 12
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Joint Problems" in Federally Approved (HCFA) Nursing Homes by
Type of Home (All HCFA, Eden Only, and Non-Eden Only) and Type of Ownership (For Profit,
Non-Profit, and Government)
Type of Home

M

SD

N

27.40
28.70
34.37

21.33
24.03
25.35

10,721
4,578
1,024

29.85
34.71
34.40

22.38
22.36
21.08

66
75
20

27.39
28.60
34.37

21.33
24.05
25.43

10,655
4,503
1,004

All HCFA Homes:
For Profit
Non Profit
Government
Eden Homes Only:
For Profit
Non Profit
Government
Non-Eden Homes Only:
For Profit
Non Profit
Government

As shown in table 12, Eden homes have a higher mean percentage of residents with joint
problems in all three ownership categories. The literature attests to the fact that the "Eden"
concept promotes a physically active and vigorous lifestyle (Thomas, 1996). That type of
lifestyle, while healthy for other systems of the body, may aggravate preexisting joint problems,
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and may be a contributing factor to the higher percentage of joint problems reported by Eden
homes.
The analysis of the mean percentage of residents with joint problems in federally
approved nursing homes by the type and size of home produced similar mean percentages
between Eden and Non-Eden homes and is not presented in tabular form.
Table 13 illustrates the analysis of the mean percent of residents with joint problems in
federally approved nursing homes by advisory council representation.
Table 13
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Joint Problems" in Federally Approved (HCFA) Nursing Homes by
Advisory Council Representation of Home and Type of Home (All HCFA, Eden Only, and NonEden Only)
Type of Home

M

SD

N

28.99
34.75
28.64
18.87

22.34
31.73
22.07
23.00

7876
71
7322
1054

33.30
17.00
32.65
29.50

22.60
0
21.97
24.43

70
1
82
8

28.95
35.00
28.59
18.79

22.34
31.89
22.07
22.99

7806
70
7240
1046

All HCFA Homes:
Resident Council
Family Council
Both Councils
No Councils
Eden Homes Only:
Resident Council
Family Council
Both Councils
No Councils
Non-Eden Homes Only:
Resident Council
Family Council
Both Councils
No Council

67

As shown in Table 13, in Eden homes and Non-Eden Homes (if the trivial case of family
councils in Eden homes is neglected), those homes with no council representation had an
appreciably lower mean percentage of joint problems compared to their counterparts with
council representation.
Table 14 presents the analysis of the percent of residents with bowel and bladder
problems in federally approved nursing homes by type of home and type of ownership.

Table 14
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Bowel and Bladder Problems" in Federally Approved (HCFA)
Nursing Homes by Type of Home (All HCFA, Eden Only, and Non-Eden Only) and Type of
Ownership (For Profit, Non-Profit, and Government)
Type of Home

M

SD

N

58.02
59.44
58.16

14.13
13.88
14.07

10,224
3,884
917

60.74
60.13
57.95

15.99
13.26
11.71

66
77
20

58.00
59.42
58.16

14.11
13.89
14.13

10,158
3,807
897

All HCFA Homes:
For Profit
Non Profit
Government
Eden Homes Only:
For Profit
Non Profit
Government
Non Eden Homes Only:
For Profit
Non Profit
Government

As shown in Table 14, Eden homes in the "for profit" and "non-profit" categories
reported higher percentages of bowel and bladder problems (M=60.74 and M=60.13,
respectively) than their Non-Eden counterparts. Curiously, government owned Eden homes had
the lowest reported mean percentage of bowel and bladder problems (M=57.95).
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A further analysis of the percentage of residents with bowel and bladder problems in
federally approved nursing homes by size category and type of home resulted in similar findings.
Eden homes had equal or higher percentages of bowel and bladder problems when compared to
their Non-Eden counterparts in the same size categories.
Table 15 illustrates the analysis of the percent of residents with bowel and bladder
problems in federally approved nursing homes by advisory councils.
Table 15
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Bowel and Bladder Problems" in Federally Approved (HCFA)
Nursing Homes by Advisory Council Representation of Home and Type of Home (All HCFA,
Eden Only, and Non-Eden Only)
Type of Home

M

SD

N

56.79
73.86
59.76
61.15

14.32
20.91
13.24
16.92

7435
58
7030
502

57.31
64.00
61.34
71.75

12.78
0
14.23
20.30

71
1
83
8

56.79
74.04
59.74
60.98

14.33
21.05
13.22
16.83

7364
57
6947
494

All HCFA Homes:
Resident Council
Family Council
Both Councils
No Councils
Eden Homes Only:
Resident Council
Family Council
Both Councils
No Councils
Non-Eden Homes Only:
Resident Council
Family Council
Both Councils
No Council

As shown in Table 15, Eden homes had higher mean percentages of residents with bowel
and bladder problems in each of the advisory council categories when compared to their NonEden counterparts when the trivial case of family councils in Eden homes was neglected.
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The analysis of the percentage of residents with unexpected weight gain or loss in
federally approved nursing homes was conducted by type of home, type of ownership, size of
home, and advisory council representation. No differences between Eden and Non-Eden homes
were obtained, so these comparisons were not included in tabular form.
Table 16 illustrates the analysis of the percent of residents with physical restraints in
federally approved nursing homes by type of home and type of ownership.
Table 16
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Physical Restraints" in Federally Approved (HCFA) Nursing Homes
by Type of Home (All HCFA, Eden Only, and Non-Eden Only) and Type of Ownership (For
Profit, Non-Profit, and Government)
Type of Home

M

SD

N

For Profit
Non Profit
Government

11.07
8.68
10.02

10.25
10.27
12.81

10,243
3,921
920

Eden Homes Only:
For Profit
Non Profit
Government

10.58
8.17
7.95

8.78
8.40
7.26

66
77
20

11.08
8.69
10.06

10.26
10.31
12.91

10,177
3,844
900

All HCFA Homes:

Non-Eden Homes Only:
For Profit
Non Profit
Government

As shown in Table 16, in all categories of ownership, Eden homes had a lower mean
percentage of residents with physical restraints. The results are consistent with the Eden
concepts of independence and active participation in daily living through a reduced use of
restraints (Thomas, 1996).
Table 17 presents the analysis of the percent of residents with physical restraints in
federally approved nursing homes by type of home and size category of home.
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Table 17
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Physical Restraints" in Federally Approved (HCFA) Nursing Homes
by Type of Home (All HCFA, Eden Only, and Non-Eden Only) and Size Category (0-49, 50-99,
100-199, and >200) of Home
Type of Home and Size Category

M

SD

N

9.18
10.92
10.61
8.69

11.19
10.60
9.93
9.45

2,888
6,613
4,952
631

11.41
8.08
9.65
6.67

9.89
7.47
8.83
8.23

22
63
69
9

9.16
10.94
10.62
8.72

11.19
10.63
9.95
9.47

2,866
6,550
4,883
622

All HCFA Homes:
0-49
50-99
100-199
>200
Eden Homes Only:
0-49
50-99
100-199
>200
Non-Eden Homes Only:
0-49
50-99
100-199
>200

As shown in Table 17, in all the size categories analyzed, except for size category 0-49,
Eden homes had lower mean percentages of residents with physical restraints than their NonEden counterparts.
Table 18 illustrates the analysis of the percent of residents with physical restraints in
federally approved nursing homes by advisory councils.
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Table 18
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Physical Restraints" in Federally Approved (HCFA) Nursing Homes
by Advisory Council Representation of Home and Type of Home (All HCFA, Eden Only, and
Non-Eden Only)
Type of Home

M

SD

N

10.10
23.42
10.58
10.35

10.12
26.68
10.22
14.00

7448
62
7044
530

8.94
19.00
8.94
11.25

8.18
0
8.25
13.10

71
1
83
8

10.11
23.49
10.60
10.34

10.14
26.88
10.24
14.02

7377
61
6961
522

All HCFA Homes:
Resident Council
Family Council
Both Councils
No Councils
Eden Homes Only:
Resident Council
Family Council
Both Councils
No Councils
Non-Eden Homes Only:
Resident Council
Family Council
Both Councils
No Council

As shown in Table 18, Eden homes with resident or both council representations had a
lower percentage of residents in restraints than their Non-Eden counterparts. The higher mean
percentage of residents in restraints in Eden homes with no council representation (M=11.25)
may suggest that council advocacy is necessary to successfully implement the Eden Alternative
concepts which promote autonomy and independent living (Thomas, 1996). The Literature
attests to the fact that families mistakenly believe that restraints help keep their loved one safe.
Without the input from resident councils, this mistaken belief may contribute to the alarmingly
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high percentage (23.49) of restraint use seen in Non-Eden homes, which only have family
council representation. (Waugh, 1998).
The analysis of the percent of residents with pressure (bed) sores in federally approved
nursing homes was conducted by type of home and type of ownership. The analysis yielded no
differences between Eden and Non-Eden homes and was not included in tabular form.
The analysis of the percent of residents with pressure (bed) sores in federally approved
nursing homes was conducted by type of home and size category of home. The results are
illustrated in Table 19.
Table 19
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Pressure Sores" in Federally Approved (HCFA) Nursing Homes by
Type of Home (All HCFA, Eden Only, and Non-Eden Only) and Size Category (0-49, 50-99, 100199, and >200)
Type of Home and Size Category

M

SD

N

9.22
9.35
10.49
10.66

8.35
5.72
5.38
4.71

2,888
6,550
4,952
631

6.73
9.22
10.00
11.33

5.08
5.62
5.23
4.64

22
63
69
9

9.24
9.35
10.50
10.65

8.37
5.72
5.38
4.72

2,866
6,613
4,883
622

All HCFA Homes:
0-49
50-99
100-199
>200
Eden Homes Only:
0-49
50-99
100-199
>200
Non-Eden Homes Only:
0-49
50-99
100-199
>200
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As shown in Table 19, Eden homes size 0-49 have the lowest percentage of pressure
sores (n=6.73%) compared to all other size categories. Eden homes size >200 have a higher
percentage of pressure sores (n=11.33%) than their Non-Eden counterparts.
Table 20 illustrates the analysis of the percent of residents with pressure (bed) sores in
federally approved nursing homes by advisory councils.
Table 20
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Pressure (Bed) Sores" in Federally Approved (HCFA) Nursing
Homes by Advisory Council Representation and Type of Home (All HCFA, Eden Only, and NonEden Only)
Type of Home

M

SD

N

9.36
7.29
10.06
11.50

6.08
6.24
5.87
10.36

7448
62
7044
530

8.39
15.00
9.80
12.13

5.51
0
5.24
5.17

71
1
83
8

9.37
7.16
10.06
11.49

6.08
6.21
5.87
10.42

7377
61
6961
522

All HCFA Homes:
Resident Council
Family Council
Both Councils
No Councils
Eden Homes Only:
Resident Council
Family Council
Both Councils
No Councils
Non-Eden Homes Only:
Resident Council
Family Council
Both Councils
No Council

As shown in Table 20, Eden homes with resident councils or both councils had a lower
percentage of residents with pressure sores than their Non-Eden counterparts. Interestingly,
Eden homes with no council representation had the highest mean percentage (M=12.13) of
residents with pressure (bed) sores. This may indicate that council representation is necessary in
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order to successfully implement the Eden Alternative concepts (Thomas, 1996). Interestingly,
Non-Eden homes with family council representation had a lower percentage of bedsores when
compared to their Non-Eden counterparts. The literature attests to the fact that there exists a
high positive correlation between the use of physical restraints and pressure (Bed) sores. (Potter
& Perry, 1995) As shown in Table 18, Non-Eden homes with family council representation had
over twice the percentage of restraint use when compared to their Non-Eden counterparts. This
apparently incongruous result may be due to a higher standard of care in Non-Eden homes with
family councils, which helps to mitigate the consequences of increased restraint use.
Table 21 illustrates the analysis of the percent of residents with behavioral problems in
federally approved nursing homes by type of home and type of ownership.
Table 21
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Behavioral Problems" in Federally Approved (HCFA) Nursing
Homes by Type of Home (All HCFA, Eden Only, and Non-Eden Only) and Type of Ownership
(For Profit, Non-Profit, and Government)
Type of Home and Type of Ownership

M

SD

N

31.16
27.40
32.84

18.11
17.39
19.32

10,721
4,578
1,024

31.27
31.25
37.90

12.79
15.12
19.79

66
75
20

31.16
27.33
32.74

18.14
17.42
19.30

10,655
4,503
1,004

All HCFA Homes:
For Profit
Non Profit
Government
Eden Homes Only:
For Profit
Non Profit
Government
Non-Eden Homes Only:
For Profit
Non Profit
Government
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As shown in Table 21, Eden homes in all three ownership categories exhibited a higher
mean percentage of residents with behavioral problems when compared to their Non-Eden
counterparts. The Eden Alternative concept promotes autonomy and independent living in the
nursing home residents it serves. The residents are exposed to a more active lifestyle and when
informed of the opportunities and rights available to them, they tend to advocate for their rights
vociferously; this result is sometimes interpreted by staff as a behavioral problem. (Ory, 1995)
The analysis of the percent of residents with behavioral problems in federally approved
nursing homes by type of home and size category of home is contained in Table 22.
Table 22
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Behavioral Problems" in Federally Approved HCFA) Nursing Homes
by Type of Home (All HCFA, Eden Only, and Non-Eden Only) and Size Category of Home (0-49,
50-99, 100-199, and >200)
Type of Home and Size Category

M

SD

N

27.65
31.58
30.17
31.07

21.82
17.35
15.98
14.81

3,797
6,852
5,036
638

37.05
32.06
31.03
29.89

20.74
13.99
14.32
11.93

19
64
69
9

27.61
31.57
30.15
31.08

21.82
17.38
16.00
14.85

3,778
6,788
4,967
629

HCFA Homes:
0-49
50-99
100-199
>200
Eden Homes:
0-49
50-99
100-199
>200
Non-Eden Homes:
0-49
50-99
100-199
>200
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As shown in Table 22, there is a markedly higher mean percentage of behavioral
problems (M=37.05) in Eden homes size 0-49 when compared to Non-Eden homes size 0-49
(M=27.61). In all other size categories there is no appreciable difference in behavioral problems
between Eden and Non-Eden homes. Given the increased recreational opportunities and
autonomy provided by the Eden alternative concept, the higher incidence of behavioral problems
in Eden homes size 0-49 may be due to an increased level of self-advocacy on the part of
residents by demanding what they are entitled to.
Table 23 illustrates the analysis of the percent of residents with behavioral problems in
federally approved nursing homes by advisory council representation.
Table 23
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Behavioral Problems" in Federally Approved (HCFA) Nursing
Homes by Advisory Council Representation of Home and Type of Home (All HCFA, Eden Only,
and Non-Eden Only)
Type of Home

M

SD

N

31.70
32.25
30.19
19.09

18.28
25.59
16.72
20.95

7876
71
7322
1054

31.74
25.00
31.79
39.00

14.26
0
15.35
17.73

70
1
82
8

31.70
32.36
30.17
18.93

18.32
25.76
16.73
20.91

7806
70
7240
1046

All HCFA Homes:
Resident Council
Family Council
Both Councils
No Councils
Eden Homes Only:
Resident Council
Family Council
Both Councils
No Councils
Non-Eden Homes Only:
Resident Council
Family Council
Both Councils
No Council
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As shown in Table 23, curiously, the mean percentage of residents with behavioral
problems in Non-Eden homes with no council representation was 18.93. This percentage is
nearly 12 percentage points lower than Non-Eden homes with advisory council representation.
This further supports the idea that council advocacy increases resident awareness of rights, which
subsequently increases self-advocacy on the part of residents, which is then, interpreted as
behavioral problems. (Ory, 1995)
The analysis of the percent of residents with eating difficulties in federally approved
nursing homes was conducted by type of home, type of ownership, and size of home. The
analyses yielded no substantial differences between Eden and Non-Eden homes and are not
presented in tabular form.
Table 24 illustrates the analysis of the percent of residents with eating difficulties in
federally approved nursing homes by advisory council representation of the home.
Table 24
Mean Percentage of Residents with a Health or Quality Need Based on the Clinical Indicator
"Percent of Residents with Eating Difficulties" in Federally Approved (HCFA) Nursing Homes
by Advisory Council Representation of Home and Type of Home (All HCFA, Eden Only, and
Non-Eden Only)
Type of Home

M

SD

N

18.03
41.80
19.75
16.56

10.43
33.95
10.99
16.10

7876
71
7322
1054

16.30
27.00
19.01
22.38

8.76
0
11.42
17.75

70
1
82
8

All HCFA Homes:
Resident Council
Family Council
Both Councils
No Councils
Eden Homes Only:
Resident Council
Family Council
Both Councils
No Councils
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Table 24 (continued)
Type of Home

M

SD

N

18.05
42.01
19.76
16.52

10.44
34.15
10.98
16.09

7806
70
7240
1046

Non-Eden Homes Only:
Resident Council
Family Council
Both Councils
No Council

In homes with either resident or both council representation, Eden homes have a lower
mean percentage of residents with eating difficulties when compared with their Non-Eden
counterparts. Non-Eden homes with family council representation have the highest percentage
of residents with eating difficulties (M=42.01).

This may be due to the phenomenon of

increased family involvement. In homes with only family councils, the families come to visit
their loved ones and may introduce them to alternatives to the food available at the nursing
home. If there is no resident advisory council to advocate for a change in dining plans, then
eating difficulties may be manifested.
Research Question # 2
To what extent are organizational structure and cultural variables related to the clinical
health indicators (percent of residents who are bedfast, percent of residents with joint problems,
percent of residents with bowel and bladder problems, percent of residents with unplanned
weight gain or loss, percent of residents with physical restraints, percent of residents with
pressure sores, percent of residents who have behavioral problems, and the percent of residents
who are dependent in eating)?
In analyzing the data to provide a response to Research Question 2, correlation
coefficients were calculated to show the relationship between the independent variables
(organizational structure and culture variables) and the dependent variables (clinical health
indicators). The dependent variables were measured on an interval scale. When the
independent variable was also measured on an interval scale (Size, RNHrs, LPLVNHrs,
CNAHrs, and Total Staff Hrs), a Pearson product moment correlation coefficient was calculated
to show the relationship.
79

When the independent variable was measured on a nominal scale, the Point-Bi-Serial
correlation coefficient was calculated. On the Type of Home variable, Non-Eden homes were
assigned the code "0". Eden homes were assigned the code "1". For the Advisory Council
variable, no council was coded "0" and council representation was coded "1”.
On the Ownership variable, For Profit signified that a home had for profit ownership. Not For
Profit signified that a home had either non-profit or government ownership. Not For Profit was
coded "0" while For Profit was coded "1".
The correlations between organizational structure/culture variables and the percent of
residents who are bedfast are shown in Table 25.
Table 25
Correlations of Each Organizational Structure/Culture Variable and Percent of Residents Who
are Bedfast
Variable

N

r

Organizational Size

16323

-.048

RN Hours Per Res Day

16232

.139

LPLVN Hours Per Res Day

16232

.225

CNA Hours Per Res Day

16232

.029

Total Staff Hours Per Res Day

16232

.150

Ownership
(0=Not For Profit, 1=For Profit)
Type of Home
(0=NonEden, 1=Eden)
Advisory Council
(0=No, 1=Yes)

rpbis

16323

.017

16323

-.007

16323

-.131

As shown in Table 25, there are no substantial (r>.33) correlations between the
organizational structure/culture variables and the dependant variable “Percent of Residents who
are Bedfast”.
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The correlations between organizational structure/culture variables and the percent of
residents with joint problems are shown in Table 26.
Table 26
Correlations of Each Organizational Structure/Culture Variable and Percent of Residents With
Joint Problems
Variable

N

r

Organizational Size

16323

.056

RN Hours Per Res Day

16232

-.152

LPLVN Hours Per Res Day

16232

-.053

CNA Hours Per Res Day

16232

.010

Total Staff Hours Per Res Day

16232

-.078

Ownership
(0=Not For Profit, 1=For Profit)
Type of Home
(0=NonEden, 1=Eden)
Advisory Council
(0=No, 1=Yes)

rpbis

16323

-.050

16323

.020

16323

.109

As shown in Table 26, there are no substantial (r>.33) correlations between the
organizational structure/culture variables and the dependent variable “Percent of Residents with
Joint Problems”.
The correlations between organizational structure/culture variables and the percent of
residents with bowel and bladder problems are shown in Table 27.
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Table 27
Correlations of Each Organizational Structure/Culture Variable and Percent of Residents With
Bowel and Bladder Problems
Variable

N

r

Organizational Size

15025

.083

RN Hours Per Res Day

14938

.052

LPLVN Hours Per Res Day

14938

.059

CNA Hours Per Res Day

14938

.071

Total Staff Hours Per Res Day

14938

.072

Ownership
(0=Not For Profit, 1=For Profit)
Type of Home
(0=NonEden, 1=Eden)
Advisory Council
(0=No, 1=Yes)

rpbis

15025

-.039

15025

.013

15025

-.036

As shown in Table 27, there are no substantial (r>.33) correlations between the
organizational structure/culture variables and the dependent variable “Percent of Residents with
Bowel and Bladder Problems”.
The correlations between organizational structure/culture variables and the percent of
residents with unplanned weight gain or loss are shown in Table 28.
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Table 28
Correlations of Each Organizational Structure/Culture Variable and Percent of Residents With
Unplanned Weight Gain or Loss
Variable

N

r

Organizational Size

16323

-.061

RN Hours Per Res Day

16232

.027

LPLVN Hours Per Res Day

16232

.022

CNA Hours Per Res Day

16232

.032

Total Staff Hours Per Res Day

16232

.038

Ownership
(0=Not For Profit, 1=For Profit)
Type of Home
(0=NonEden, 1=Eden)
Advisory Council
(0=No, 1=Yes)

rpbis

16323

-.055

16323

.002

16323

-.045

As shown in Table 28, there are no substantial (r>.33) correlations between the
organizational structure/culture variables and the dependent variable “Percent of Residents with
Unplanned Weight Gain or Loss”.
The correlations between organizational structure/culture variables and the percent of
residents with physical restraints are shown in Table 29.
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Table 29
Correlations of Each Organizational Structure/Culture Variable and Percent of Residents With
Physical Restraints
Variable

N

r

Organizational Size

15084

-.006

RN Hours Per Res Day

14997

-.040

LPLVN Hours Per Res Day

14997

.048

CAN Hours Per Res Day

14997

.029

Total Staff Hours Per Res Day

14997

.019

Ownership
(0=Not For Profit, 1=For Profit)
Type of Home
(0=NonEden, 1=Eden)
Advisory Council
(0=No, 1=Yes)

rpbis

15084

.095

15084

-.012

15084

.001

As shown in Table 29, there are no substantial (r>.33) correlations between the
organizational structure/culture variables and the dependent variable “Percent of Residents with
Physical Restraints.
The correlations between organizational structure/culture variables and the percent of
residents with pressure sores are shown in Table 30.
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Table 30
Correlations of Each Organizational Structure/Culture Variable and Percent of Residents With
Pressure Sores
Variable

N

r

Organizational Size

15084

.068

RN Hours Per Res Day

14997

.119

LPLVN Hours Per Res Day

14997

.108

CAN Hours Per Res Day

14997

.037

Total Staff Hours Per Res Day

14997

.080

Ownership
(0=Not For Profit, 1=For Profit)
Type of Home
(0=NonEden, 1=Eden)
Advisory Council
(0=No, 1=Yes)

rpbis

15084

.078

15084

-.007

15084

-.054

As shown in Table 30, there are no substantial (r>.33) correlations between the
organizational structure/culture variables and the dependent variable “Percent of Residents with
Pressure Sores”.
The correlations between organizational structure/culture variables and the percent of
residents who have behavioral problems are shown in Table 31.
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Table 31
Correlations of Each Organizational Structure/Culture Variable and Percent of Residents Who
have Behavioral Problems
Variable

N

r

Organizational Size

16323

.052

RN Hours Per Res Day

16232

-.256

LPLVN Hours Per Res Day

16232

-.157

CNA Hours Per Res Day

16232

-.048

Total Staff Hours Per Res Day

16232

-.192

Ownership
(0=Not For Profit, 1=For Profit)
Type of Home
(0=NonEden, 1=Eden)
Advisory Council
(0=No, 1=Yes)

rpbis

16323

.073

16323

.010

16323

.162

As shown in Table 31, there are no substantial (r>.33) correlations between the
organizational structure/culture variables and the dependent variable “Percent of Residents with
Behavioral Problems”.
The correlations between organizational structure/culture variables and the percent of
residents who are dependent in eating are shown in Table 32.
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Table 32
Correlations of Each Organizational Structure/Culture Variable and Percent of Residents Who
are Dependent In Eating
Variable

N

r

Organizational Size

16323

.132

RN Hours Per Res Day

16232

-.070

LPLVN Hours Per Res Day

16232

.136

CNA Hours Per Res Day

16232

.066

Total Staff Hours Per Res Day

16232

.052

Ownership
(0=Not For Profit, 1=For Profit)
Type of Home
(0=NonEden, 1=Eden)
Advisory Council
(0=No, 1=Yes)

rpbis

16323

.058

16323

-.007

16323

.052

As shown in Table 32, there are no substantial (r>.33) correlations between the
organizational structure/culture variables and the dependent variable “Percent of Residents who
Are Dependant in Eating”.
The correlations between the organizational structure/culture variables and the Scores on
the Overall Quality of Care Index are shown in Table 33.
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Table 33
Correlations of Each Organizational Structure/Culture Variable and Scores on the Overall
Quality of Care Index
Variable

N

r

Organizational Size

14971

.033

RN Hours Per Res Day

14885

.012

LPLVN Hours Per Res Day

14885

.125

CNA Hours Per Res Day

14885

.076

Total Staff Hours Per Res Day

14885

.095

Ownership
(0=Not For Profit, 1=For Profit)
Type of Home
(0=NonEden, 1=Eden)
Advisory Council
(0=No, 1=Yes)

rpbis

14971

-.011

14971

.005

14971

-.049

As shown in Table 33, there is no substantial (r>.33) correlation between the
organizational structure/culture variables and the dependent variable “Quality of Care Index”.
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Research Question #3
To what extent can organizational structure and cultural variables be used to predict
quality of care in federally approved nursing homes?
In order to answer this question, hierarchical multiple linear regression was used to
analyze the effects of the independent variables on the overall Quality of Care Index Score. In
Step 1, the Quality of Care Index Score was regressed on the structural variables: Organizational
Size and Staffing Patterns. In Step 2, the Quality of Care Index was regressed on Size, Staffing
Patterns, and the Type of Home (0=Non Eden. 1=Eden). In Step 3, the Quality of Care Index
Score was regressed on Organizational Size, Staffing Patterns, Type of Home, Council
Representation (0=No, 1=Yes), and Type of Ownership (0=Not For Profit, 1=For Profit). The
results of the regression analysis are presented in Table 34.
Table 34
Hierarchical Multiple Regression Analysis of the Effects of the Organizational Structure, Type of
Institution, and “Other” Culture Variables on Quality of Care Index Scores
Organizational
Structure and Type of
Institution Predictors

Organizational
Structure Predictors

b

Beta

b

Beta

Organizational
Structure, Type of
Institution, and
Other Organizational
Culture Predictors
b

Beta

Organizational
Structure Variables
Organizational Size

.22

.04

.22

.04

.24

.04

RNHrs/Resident Day

-31.24

-.05

-15.02

-.02

-18.34

-.03

LPLVNHrs/Resident

70.71

.10

86.96

.12

88.61

.12

16.21

.05

15.93

.05

Day
CNAHrs/Resident

**

**

Day
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Table 34 (continued)
Organizational
Structure Predictors

b
TotalStaffHrs/

Organizational
Structure and Type of
Institution Predictors

Beta

16.23

b

.07

**

Organizational
Structure, Type of
Institution, and
Other Organizational
Culture Predictors

Beta
**

b
**

Beta
**

Resident Day
Type of Institution
Variable
Type of Home

10.58

.00

8.35

.00

-1.23

-.00

-101.24

-.06

(0=NonEden,
1=Eden)
Other Organizational
Culture Variables
Ownership (0=Not
For Profit, 1=For
Profit)
Advisory Council
(0=No, 1=Yes)
**Signifies variables
rejected in model.

R2 = .019

R2 = .019

R2 = .022

As shown in Table 34, there exists a weak predictive relationship (R2 <. 33) between the
organizational structure predictors of Size and Staffing Patterns and the scores on the Quality of
Care Index. Taken together, these five predictors accounted for only 1.9% of the variance of
scores on the Quality of Care Index.
When the predictor of Type of Home (Eden vs. Non Eden home) was added to the model,
there was no change in the percentage of variance in the Quality of Care Index Scores accounted
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for by the model. Taken together, these six predictors accounted for only 1.9% of the variance
of scores on the Quality of Care Index.
When the additional predictors of Ownership and Advisory Council Representation were
added to the model, the eight predictors in the model could only account for 2.2% of the variance
of scores on the Quality of Care Index.
In summary, the organizational structure and cultural variables outlined in this study have
limited use in predicting the quality of care for residents in federally approved nursing homes.
Summary of Chapter 4
In summary, while there were noticeable differences between the performance of Eden
and Non-Eden homes on each of the eight indicators when examined by size and ownership
categories, no substantial correlations were found between the organizational structure and
cultural variables in this study and the eight clinical healthcare indicators in the HCFA-NHCD.
Additionally, the organizational culture and structural variables outlined in this study were
ineffective in predicting the quality of care for residents in federally approved nursing homes.
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CHAPTER 5
SUMMARY, DISCUSSION, AND CONCLUSIONS
This chapter presents a summary and discussion of the research findings. It also proposes
an alternative to the HCFA-NHCD for the determination of quality of care in nursing homes and
makes recommendations for future research. The purpose of this study was to determine the
extent to which organizational structure and cultural variables (Appendix A and B) were related
to the outcomes on the eight clinical health indicators in the HCFA-NHCD as reported by
federally approved nursing homes. A related purpose was to determine the extent to which
those organizational structure and cultural variables could be used to predict the level of quality
of care for the residents in federally approved nursing homes.
The summary and discussion of each of the research questions are presented in three
distinct categories. Category 1 addresses the descriptive characteristics of the nursing homes in
the HCFA-NHCD. This category contains a summary response to research question 1. Category
2 contains a summary response to research question 2. It addresses the relationship between the
organizational structure and cultural variables and the eight clinical health indicators presented in
the HCFA-NHCD. Category 3 contains a summary response to research question 3 and
addresses the extent to which organizational structure and cultural variables can be used to
predict quality of care for residents in federally approved nursing homes by utilizing a numeric
Quality of Care Index (Appendix C).
Category 1 Descriptive Characteristics
An examination of the characteristics of the HCFA-NHCD revealed that as of December
23, 2001, there were 16,722 federally approved nursing homes in the United States, Washington,
D.C., Puerto Rico, The Virgin Islands, and Guam. As of December 2001, the average number of
residents in all federally approved (HCFA) nursing homes was 88. This is in agreement with the
1997 figures where the average occupancy was 88 (Sondik, 2000). However, in general, there
appears to be a national trend towards smaller institutions in the nursing home community.
This downward trend is supported by a comparison of the results of December 23, 2001,
and 1997 (Sondik, 2000) when analyzed by the size categories of homes. For example, the 2001
results indicate that 4,196 nursing homes were contained in the size category 0-49. In 1997,
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there were only 2,200 homes in the 0-49 size category. This change represents nearly a twofold
increase in the number of small (0-49) nursing homes between 1997 and 2001. In contrast, there
has been a marked decrease in the number of homes in the 100-199-size category (5,036 in 2001
as opposed to 7,200 in 1997). There has been a similar marked decrease in the number of homes
in the 200 and above size category (638 in 2001 as opposed to 1,300 in 1997).
When analyzed by ownership of the home, the majority of Non-Eden and all HCFA
homes had for profit control (65%). The ownership of Eden homes was non-profit (47%), forprofit (41%), and government (12%).
When analyzed by staffing patterns, Non-Eden homes used more RN hours per resident
day (M= .84) than Eden homes (M=.71). Conversely Eden homes used a higher number of
LPLVN hours per resident day (M=.87), than Non-Eden homes (M=.82). Eden homes used a
higher number of CNA (M =2.76) hours per resident day than Non-Eden Homes (M=2.35).
Eden homes used a higher number of total hours per resident day (M=4.34) than Non-Eden
homes (M=4.01).
While differences in overall staffing patterns between Eden and Non-Eden homes were
noteworthy, the differences became more marked when staffing patterns were analyzed by size
category of the home. When this was done, no substantial differences were found in the staffing
patterns of Eden vs. Non-Eden homes in the 50-99, 100-199, and >200 size categories. On the
other hand, in the 0-49 size category Non-Eden homes used more RN hours per resident day
(M=1.73) than Eden homes (M=1.59). Eden homes used more LPLVN hours per resident day
(M=2.23) than Non-Eden homes (M=1.27). Eden homes used more CNA hours per resident day
(M=5.85) than Non-Eden homes (M=3.00). Eden homes used more total hours (M=9.67) per
resident day than Non-Eden homes (M=6.00).
The importance of the difference in level of care between Eden and Non-Eden homes in
the 0-49 size category should be readily apparent. Eden home residents in this category received
3.67 more hours of individualized attention than their Non-Eden counterparts. It could be argued
that the residents in 0-49 Eden homes are more ill than those in 0-49 Non-Eden homes and
require the extra hours; however, if this were true then Eden homes in this category should be
using more RN hours than their Non-Eden counterparts. This is not the case. A possible
explanation for this difference is that by implementing the Eden concept, the management of
Eden homes size 0-49 have allocated more staffing hours per resident day to assist the residents
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in enjoying the many leisure activities that the Eden alternative promotes (Blacklock, 2001;
Thomas, 1996).
An enhanced level of leisure activities in any institution requires a higher number of
staffing hours to assist the residents in those activities. The fact that there is no substantial
difference between the staffing patterns of Eden vs. Non-Eden homes in the 50-99, 100-199, and
>200 size categories may indicate that the residents of Eden homes in these categories have the
same level of leisure activities available as their Non-Eden counterparts.
The analysis of staffing patterns by advisory council representation in HCFA homes
revealed that Non-Eden homes with no advisory council representation used over twice as many
RN hours per resident day (M=2.73) when compared to their Non-Eden counterparts with
council representation. Similarly Non-Eden homes with no advisory council representation used
nearly twice as many LPLVN hours per resident day (M=1.59) when compared to their NonEden counterparts with resident or both council representation. The higher reliance on RN and
LPLVNs in Non-Eden homes with no council representation may signify that council
representation reduces the reliance upon RN and LPLVN services.
Descriptive Characteristics of Clinical Indicators by Organizational Structure and Cultural
Variables
The comparison of Eden vs. Non-Eden home performance on each of the eight clinical
indicators produced no substantial differences between Eden and Non-Eden homes. The
differences in performance started to appear when the eight clinical indicators were analyzed
according to the combinations of organizational structure, cultural variables, and size categories
outlined in this study (Appendix A and B).
The analysis of the indicator "Percent of Residents who are Bedfast" according to
ownership of the home revealed that Eden for-profit and non-profit homes have lower
percentages of bedfast residents (4.65% and 3.81%, respectively) than Non-Eden for-profit and
non-profit homes (5.09% and 4.72%, respectively). The lower percentage of bedfast residents in
Eden homes may reflect the increased activity levels envisioned and promoted by the Eden
Alternative concept (Schaeffer, 2001; Thomas, 1996). When the indicator "Percent of
Residents who are Bedfast" was analyzed according to advisory council representation of the
home, it was revealed that Non-Eden homes with either both or resident council representation
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had nearly half the percentage of bedfast residents (4.9% and 4.52%, respectively) as their NonEden counterparts with no council representation (8.83%). This finding suggests that Non-Eden
homes with both or resident advisory council representation may be advocating for a more
physically vigorous lifestyle for the residents served (Administration on Aging, 2000; Gardner et
al., 2001; Gardner & Dykstra, 1993; Robert Wood Johnson Foundation, 1985; Thomas, 1996).
The analysis of the indicator "Percent of Residents with Joint Problems" revealed that
Eden homes have a higher percentage of residents with joint problems for all three ownership
categories (for-profit=29.85%, non-profit =34.71%, and government =34.40%) than Non-Eden
homes. The literature attests to the fact that the Eden concept and the council representation
promoted by the Eden concept advocate for a physically active and vigorous lifestyle (Thomas,
1996; Van Stratten, 2001). While certainly not demonstrated in this study, it is plausible that the
active type of lifestyle advocated in Eden homes, while healthy, may aggravate pre-existing joint
problems, and may be a contributing factor to the higher percentage of joint problems reported
by Eden homes (Potter & Perry, 1995).
This chain of reasoning that councils promote a physically active lifestyle, and that such a
lifestyle promotes an increase in joint problems is further supported by the analysis of the
indicator "Percent of Residents with Joint Problems" by advisory council representation of the
home. This analysis revealed that in both Eden and Non-Eden homes, those homes with no
advisory council representation had appreciably lower percentages of residents with joint
problems compared to those homes with advisory council representation.
The analysis of the indicator "Percent of Residents with Bowel and Bladder Problems"
revealed that Eden homes in the for profit and non profit categories reported higher percentages
of bowel and bladder problems (60.74% and 60.13%, respectively) than their Non-Eden
counterparts.
The literature attests to the fact that increased activity and an enhanced lifestyle also
stimulate bowel and bladder activity, (Batmanghelidj, 1992; Desormeaux, 1994; Potter & Perry,
1995). The increased activities and enhanced lifestyle promoted by the Eden alternative concept
may explain why Eden homes in the for-profit and non-profit categories have more bowel and
bladder problems than their Non-Eden counterparts.
Interestingly, this phenomenon is not strictly dependant upon increased council
representation. An analysis of the indicator "Percent of Residents with Bowel and Bladder
95

Problems" by advisory council representation revealed that Eden homes with resident councils,
both councils, and no councils had higher percentages of bowel and bladder problems than their
Non-Eden counterparts. In summary, even though some Eden homes have no advisory councils,
the higher percentage of bowel and bladder problems in these homes may be due to the increased
activity levels, which come with the implementation of the Eden concepts.
The analysis of the indicator "Percent of Residents with Physical Restraints" by
ownership of the home revealed that in all three ownership categories, Eden homes had a lower
percentage of restraint use when compared to their Non-Eden counterparts. These results are
consistent with the Eden concepts of independence and active participation in daily living
through the reduced use of restraints (Thomas, 1996).
An interesting subset of Eden homes was uncovered when the analysis of the indicator
"Percent of Residents with Physical Restraints" was analyzed by size category of the home. In
this analysis, it was discovered that in the size categories 50-99, 100-199, and >200, Eden homes
had a lower percentage of residents in restraints when compared to Non-Eden homes. However,
in the size category 0-49, Eden homes had the highest percentage of residents with physical
restraints (11.41%), even higher than that in any other size category both in Eden and Non-Eden
homes. This high percentage may be due to a specialization among Eden homes size 0-49 in
treating Alzheimer's patients and others whose care necessitates a high use of restraints.
Unfortunately, information on home specialization is not contained in the HCFA-NHCD and as a
result, definitive proof is beyond the scope of this study.
The analysis of the indicator "Percent of Residents with Physical Restraints" by council
representation revealed that Eden homes with either resident or both council representation had a
lower percentage of residents with physical restraints than their Non-Eden counterparts. Eden
homes with no council representation had a higher percent of restraint use than Non-Eden homes
with no council representation. This may indicate that council representation is necessary in
order to fully implement the Eden Alternative concepts of independent living.
The analysis of the indicator "Percent of Residents with Pressure Sores" by size category
of home revealed that in all size categories except for >200, Eden homes had a lower percentage
of pressure sores when compared to their Non-Eden counterparts. Of particular interest, is the
size category 0-49 where Eden homes had a pressure sore percentage of 6.73%, and Non-Eden
homes had a percentage of 9.24%. The literature attests to the fact that there exists a high
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positive correlation between physical restraint use and pressure sores (Potter & Perry, 1995).
When the indicator "Percent of Residents with Physical Restraints" was analyzed by size
category, it was found that Eden homes size 0-49 had the highest use of physical restraints
among all size categories both Eden and Non-Eden. This apparently incongruous result may be
explained by the fact that though a high usage of physical restraints appears necessary in Eden
homes size 0-49, the expected high incidence of pressure sores may not have occurred due to a
higher quality of care.
The analysis of the indicator "Percent of Residents with Pressure Sores" by advisory
council representation revealed that Eden homes with either resident or both council
representations had a lower percentage of residents with pressure sores than their Non-Eden
counterparts. Eden homes with no council representation had the highest percentage of residents
with pressure sores. This may indicate that council representation is necessary in order to benefit
from the Eden Alternative concepts.
The analysis of the indicator "Percent of Residents with Behavioral Problems" revealed
that Eden homes have a higher percentage of residents with behavioral problems in all three
ownership categories than their Non-Eden counterparts. With the enhanced level of activities
promoted by the Eden Alternative concept, this result is not surprising. As residents are
exposed to a more exciting lifestyle, and they realize the alternatives and choices available to
them, they may start advocating for more activity and attention. Such advocacy may become
vociferous enough that the nursing home staff views it as a behavioral problem (Ory, 1995).
The analysis of the indicator "Percent of Residents with Behavioral Problems" by size
category of home revealed that Eden homes size 0-49 had not only the highest percentage of
residents with behavioral problems (37.05%) when compared to all other size categories, but
additionally this percentage was nearly 10 points higher than that in Non-Eden homes size 0-49
(27.61%). This could indicate that Eden homes size 0-49 may specialize in treating Alzheimer's
patients and others with behavioral problems. Unfortunately, the HCFA-NHCD contains no
information on home specialization. As a result, definitive proof is outside the scope of this
study.
The analysis of the indicator "Percent of Residents with Behavioral Problems" by
advisory council representation of the home revealed that Non-Eden Homes with no council
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representation had a percentage of residents with behavioral problems (18.93%) nearly 12 points
lower than their Non-Eden counterparts with council representation. This result is not surprising.
The residents in homes with no council representation may not have been made fully aware of
the opportunities available to them, the activities they are permitted to participate in, and the
rights they have. As a result, they are less prone to act out and demand the things that they are
entitled to. The residents in homes with advisory councils are made aware of what they are
entitled to, understand more fully their rights, and are more prone to demand, forcefully if
necessary, the services they desire. Such demands frequently manifest themselves as a
behavioral problem (Ory, 1995)
The analysis of the indicator "Percent of Residents with Eating Difficulties" by advisory
council representation of the home revealed that Non-Eden homes with no council representation
had a slightly lower percentage of residents with eating difficulties when compared to their NonEden counterparts with council representation. While most of the eating difficulties in the
elderly population have a physiological element, the psychological element cannot be
overlooked. This psychological element may explain the difference. In homes with no council
representation, no one is there to advocate for what the resident desires. This is particularly true
with dining plans. As a result, the resident in the home with no council representation accepts
what he or she is fed. In homes with council advocacy, the resident is aware of his/her rights and
will not accept something he/she doesn't like. What the staff identified as an eating difficulty
may in fact be an assertion of the patient's rights and outright refusal to eat something undesired
(Ory, 1995).
Category 2 Relationship Analysis
No substantial correlations were found between the organizational structure and cultural
variables of this study and the eight clinical indicators of the HCFA-NHCD.
Category 3 Predictability of the Quality of Care Index from the Organizational Structure and
Cultural Variables
A three-step hierarchical multiple linear regression analysis was conducted to determine
the effect of the organizational structure and cultural variables outlined in this study on the
Quality of Care Index. In the first step, there existed a statistically significant but weak predictive
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relationship between the organizational structure predictors of size and staffing patterns and the
scores on the Quality of Care Index. Taken together, these five predictors accounted for only
1.9% of the variance of the scores on the Quality of Care Index.
In the second step, when the predictor Type of Home (Eden vs. Non Eden home) was
added to the model, there was no change in the percentage of variance in the Quality of Care
Index Scores accounted for by the model. Taken together, these six predictors accounted for
only 1.9% of the variance of the scores on the Quality of Care Index.
Finally, in the third step, when the additional predictors of Ownership and Advisory
Council Representation were added to the model, the eight predictors in the model could only
account for 2.2% of the variance of the scores on the Quality of Care Index.
In summary, the organizational structure and cultural variables outlined in this study have
limited use in predicting the overall quality of care for the residents in federally approved
nursing homes. Given that advanced statistical analysis procedures have failed in identifying
predictors for the quality of care of residents in federally approved nursing homes based on the
information in the HCFA-NHCD, it is doubtful that families making a decision of where to place
their loved one could do so either. Generally, the HCFA-NCHD has not proven to be a tool that
can provide significant data that can determine the extent that organizational structure and
cultural variables can be used to predict quality of care in federally approved nursing homes. An
alternative to the HCFA-NHCD for determining quality of care in nursing homes could be to use
a qualitative-quantitative tool entitled "Personal Outcome Measures"(Gardner, 2000; Gardner et
al., 2001; Gardner & Dykstra, 1993)
Conclusions
1. The HCFA-NHCD is not a useful tool for determining the level of Quality in
federally approved nursing homes. As stated at the beginning of this study, quality
can be defined along two dimensions, the quality of life of a resident as well as the
quality of care of a resident in federally approved nursing home. The HCFA-NHCD
does not address quality of life. Additionally, this study showed that the quality of
care when objectively indexed had no relationship to the organizational structure and
cultural variables in this study. Furthermore, organizational structure and cultural
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variables have limited usefulness (R2 =2.2%) in predicting the quality of care for
residents in federally approved nursing homes.
2. The HCFA-NHCD is an inadequate tool for families making the critical decision of
where to place a loved one in a long-term care facility. The dataset contains no
information on home specialization and it does not contain information on the
resident’s quality of life in each nursing home. It gives no information as to the use
of dangerous psychotropic drugs in each nursing home, which may have an effect on
the percentage of residents with behavioral problems (Zisselman et al., 2001). While
nursing staff hours are given in the HCFA-NHCD, the dataset does not contain
information on the number of volunteer hours per resident day, the level of
community involvement in the nursing home. Most critical, for families, is the
absence of information in the HCFA-NHCD dataset on whether or not a nursing
home has a physician on staff and present on the premises.
3. Access to the 300+ indicators in the Minimum Standard Data Set (MDS) would give
information relative to social demographics, psychotropic drug use, home
specialization, and the availability of ancillary services as well as more specific
information on the resident’s functional status and health conditions, the residents’
assets and liabilities, and the facility’s services and costs. The addition of one or
more of those indicators would have substantively contributed to the HCFA-NHCD
information for families and might have improved the reported results on the Quality
of Care Index developed for this study.
Recommendations
Based on the findings of this study, several areas of future research and improvements to
the HCFA-NHCD are recommended:
1. It is recommended that the HCFA amend the HCFA-NHCD to include case and focus
studies using a qualitative-quantitative tool developed by The Council on Leadership
in Supports for People with Disabilities. This tool is entitled Personal Outcome
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Measures. The use of this tool could provide the public with a measure of the quality
of life for residents in federally approved nursing homes.
2. It is further recommended that the HCFA amend the HCFA-NHCD to include a
qualitative inquiry of the resident’s perception of the quality of the supports and
services they receive from each facility.
3. Given that quality of care is a difficult concept to measure without all of the
information relative to a resident’s medical status, the HCFA should amend the
HCFA-NHCD to include either a quality of care index score or all of the health care
related indicators in the MDS.
4. A nationwide study should be completed in order to determine what information
families feel they need in order to make the decision about placing a loved one in a
nursing home. The information from such a study would greatly assist the designers
of the HCFA-NHCD in determining what information would be useful for families.
5. The HCFA should revise the method in which it calculates the staffing hours per
resident day to incorporate the average hours per day for the whole previous year.
The present system of basing calculations on the two weeks prior to inspection may
contribute to a systematic upward bias in the data.
6. A year from now it is recommended that another researcher conduct a similar study
using the HCFA-NHCD and the Eden registry to analyze trends and improvements in
the nursing home industry.
7. Future researchers should conduct a study to include the information for the costs of
care for each nursing home in the HCFA-NHCD and determine whether there exists a
correlation between the costs and the scores on the quality of care index provided in
this study.

101

REFERENCES
Administration on Aging. (2000). Summary tables of age characteristics of older population for
the United States and for states. Retrieved October 28, 2001, from
http://aoa.dhhs.gov/census2000/stateprofiles/single-yr--age-bystate.html
Allen, J. E. (1997). Nursing home administration (3rd ed.). New York: Springer.
The American Health Care Association. (1998). Nursing facility sourcebook-facts and trends,
Washington, DC: The American Health Care Association.
American Heart Association (2000). Guidelines 2000 for cardiopulmonary resuscitation and
emergency cardiopulmonary care - International Consensus on science Eds.
Dallas, TX: AHA
Balch, J., & Balch, P. (1997). Prescription for nutritional healing (2nd Ed.). Garden City
Park, NY: Avery.
Bankers Life and Casualty Company. (2001) Expected life long-term costs data. Chicago:
Conseco.
Barrow, G. M. (1992). Aging the individual and society (5th ed.). St. Paul, MN: West.
Batmanghelidj, F. (1992). Your body's many cries for water. Falls Church, VA:
Global Health Solutions.
Bearson, L. (1997). Quality of life in long-term care settings: A look at some trends in
humanizing nursing homes. The forum for family & consumer issues. Retrieved
October 21, 2001 from http://ces.ncsu.edu/depts/fes/pub/ltc.html
Berenson, R. A. (2001). Medicare+choice: doubling or disappearing? Health Affairs. Retrieved
December 31, 2001, from http://healthaffairs.org/WebExclusives/Berenson
from http://ces.ncsu.edu/depts/fes/pub/ltc.html
Blacklock, G. (2001). Elder tutors. Retrieved July 16, 2001 from
http://www.culturechanenow.com.
Breggin, Peter R. (2001). The antidepressant fact book. Cambridge, MA: Perseus.
Brigham, E. F., & Gapenski L. C. (1997). Financial management theory and practice (8th ed.).
Orlando, FL: Dryden.
Brunner, L., & Suddarth, D. (1982). The Lippincott manual of nursing practice (3rd ed.).
Philadelphia: J.B. Lippincott.
Bull, J. (2001). The Leelenau Story - Baldrige criteria for Performance Excellence. Retrieved
July, 16, 2001, from http://www.culturechangenow.com
Burke, G., & Summers, J. (2001). A focus group study of perceptions of quality of care among
nursing assistants. (Doctoral Dissertation, Southwest Texas State University, 2001).
Buscaglia, L. (1982). Living, loving & learning. New York: Holt, Reinhart & Winston.
Bush, B. (2002). Eden registry. Retrieved January 5, 2002, from
http://edenalt.com/public/registry/results.efm
102

Center for Bladder Control (1996). Facts about urinary incontinence. Retrieved April 21, 2002
From http://www.rizvimd.com/html/incontinence.html
Center for Health Systems Research and Analysis (1999). Facility quality indicator profile,
Madison, WI: University of Wisconsin
Centers for Medicare & Medicaid Services. (2002). CMS the Medicare, Medicaid and SCHIP
agency. Retrieved January 12, 2002, from http://hcfa.gov
Cuddigan, J., Ayello, E. & Sussman, Co (Eds.). (2001). Pressure ulcers in America: Prevalence
incidence and implications for the future. Reston, VA: NPUAP
Daft, R. L., & Marcic, D. (1998). Understanding management (2nd ed.). Fort Worth, TX:
Dryden.
Davis, A. (2000). Insurers implied stable premiums but ended up raising them often.
The Wall Street Journal, 6. Retrieved, June 22, 2000 from
http://ann.davis@wsj.com
Desormeaux, L. (1994). Constipation determinants for developmentally disabled populations
with recommendations for a bowel management program. Master's thesis, East
Tennessee State University, Department of Public Health, unpublished).
Eden Alternative site (2002). database download retrieved January 23, 2002, from
http://edenalt.com.
Edson, G. (1996). Family Caregiver. Nursing home residents rights. Retrieved October 12, 01,
from http://keln.org.bibs;edson2.html
Ellerbe, S. (1981). Fluid and blood component therapy in the critically ill and injured. New
York: Churchill Livingstone
Eure, M. (2001). Nursing shortage serious for seniors. Retrieved October 21, 2001, from
http://seniorhealth.about.com/library/weekly/aa050501a.htm
Gall, M. D., Borg, W. R., & Gall, J. P. (1996). Educational research an introduction (6th ed.)
White Plains, NY: Longman.
Gardner, J. (2000). Personal outcome measures. Towson, MD: The Council
on Quality and Leadership.
Gardner, J., Carran, D., & Nudler, S. (2001). Measuring quality of life and quality of services
through personal outcome measures: implication for public policy. International Review
of Research in Mental Retardation (27)
Gardner, J., & Dykstra (1993). Outcome based performance measures. Towson, MD: The
Accreditation Council.
Geriatric Medicine (2002). Pressure Ulcers: prevention and management. Retrieved April
21, 2002 from, http://www.mayo.edu/geriatrics-rst/PU.html
Ginter, P., Swayne, L. M., & Duncan, W. J. (2000). Strategic management of health care
organizations (3rd ed.). Malden, MA: Blackwell.
103

Glesne, C. (1999). Becoming qualitative researchers. (2nd ed.) New York: Longman
Greeberg, S. (2001). Administration on aging 2001 poverty guidelines. Retrieved October 28,
2001, from http://dhhs.gov/network/2001provguidetable.html
Gurvich, T., & Cunningham, J. (2000). Appropriate use of psychotropic drugs in
nursing homes. American Family Physician
Gustafson, D., Teitelbaum, M., & Grant, R. (1997). Re-engineering long- term care quality
of life improvement. Retrieved October 21, 2001
from http://protectionandadvocacy.com/qual2.htm
Hannon, M. (2001). Nursing home culture change. Retrieved July 16, 2001, from
http://culturechangenow
Health Care Finance Administration (2000). Highlights-national health expenditure,
Retrieved January 12, 2002, from
http://www.hcfa.gov/stats/NHE-OAct/hilights.htm
Health Care Finance Administration (2002). Applicability MDS, Retrieved March 3, 2002, from
http://www.hcfa.gov/meiccaid/mds20/mdsapply.htm
Health Care Finance Administration (2002). Contractual agreements, and privacy act
Retrieved March 3, 2002, from http://hcfa.gov/medicaid/mds20/mdsagree.htm
Jagler, S., & Sneider, J. (1999). Nursing home industry in crisis. The Business Journal.
Retrieved January 8, 2002, from
http://milwaukee.bcentral.com/milwaukee/stories/1999/04/26editorial.html
Karpatkin, R. H. (1995, August). Nursing homes-a special investigative report.
Consumer Reports, 60 (8).
Keown, A. J., Scott, D. F., Martin, J. D., & Petty, J. W. (1996). Basic financial management
(7th ed.). Upper Saddle River, NJ: Simon and Schuster.
Kiecolt, K., & Nathan, L. (1985). Secondary analysis of survey data. Beverly Hills, CA:
Sage.
Landow and Landow Architects AIA (2001). Gurwin Jewish geriatric center & opti-health
care a project of developmental disabilities institute honors. Retrieved December 30,
2001, from http://landow-architiects.com//gurwin.htm
Laux, M. (1995). Is "modern" medicine killing you? Potomac, MD: Naturally Well.
Logical Health Care Solutions. (2000). Managed healthcare reference guide. Sterling, VA:
Logical Health Care Solutions.
Managed Care Digest. (2000). AMGA members look to the future. Parsippany, NJ: Aventis.
Margen, S. (1992). The wellness encyclopedia of food and nutrition. Rebus, NY: Random
House.
May, B. (2002). Greetings from the Eden Alternative Home Office. Retrieved March 5,
2002, from, maybs@edenalt.com
104

McKenry, L., & Salerno E. (1995). Pharmacology in nursing (19th ed.). St. Louis, MO:
Mosby.
Montague, J. (1995). Family designs. Hospital and health networks, 69 (11) (p. 94).
National Centers for Health Statistics (2001, October). Life expectancy hits new high in 2000,
mortality declines for several leading causes of death. Health and Human Services News.
Hyattsville, MD: NCHS.
Northouse, P. (2001). Leadership theory and practice (2nd ed.). Thousand Oaks, CA:
Sage.
Ory, N. (1995). Working with people with challenging behaviors. Victoria, British Columbia,
Canada: Challenging Behavior Analysis & Consultation.
Pear, R. (1999). Bill protecting Medicaid patients is signed. The Wall Street Journal.
Retrieved January 1, 2002 from http://www.nytimes.com/library/national032699
Pharmacia Corporation. (2002). About Arthritis and Treating Arthritis. Retrieved April 21, 2002
From http://www.arthritis.com/1_1.asp
Potter, M., & Perry, A. (1995). Nursing practice and theory. St. Louis, MO: Mosby.
Pozgar, G. D. (1992). Long-term care and the law. Gaithersburg, MD: Aspen.
Purnell, K. (2000, June). Concerns about premiums. Kiplinger's Retirement Report, 7 (p. 3).
Ransom, S. (2000). Eden Alternative™: The Texas project. (Doctoral dissertation, Southwest
Texas State University, 2000.
Robert Wood Johnson Foundation. (1985). A consumer perspective on quality care the
resident' s point of view. Retrieved March 5, 2002 from, http://www.ncchr.org.
Ross, A., Westerfield, R., & Jordan, B. (1996). Essentials of corporate finance. Chicago, IL:
Irwin.
Schaeffer, K (2001). The Meadowood Story. Retrieved July 16, 2001 from
http://www.culturchangenow.com
Scott, D. F. Jr., Martin, J. D., Petty, J. W., & Keown, A. J. (1999). Basic financial
management (8th ed.). Saddle River, NJ: Prentice Hall.
Scully, T. (2002). Health care industry market update. Nursing Facilities. CMS retrieved
February 6, 2002, from Ivanderwalde@cms.hhs.gov
Sherman, E. (2000). Culture change in long-term care: caring for those who provide care.
Alzheimer's Association, Massachusetts Chapter Newsletter, 18, p3.
Smith S., & Duell, D. (1996). Clinical nursing skills. (4th ed.). Stamford, CT: Appleton
& Lange.
Sondik, E. J. (2000). The national nursing home survey: 1997 summary. The vital and
health statistics. Series 13, (147), (PHS), 2000-1718, (pp 4-78). Washington, D.C.
SPSS Graduate Pack 11.0 for windows (2001). Chicago, IL: SPSS.
105

Stanhope, M., & Lancaster, J. (1992). Community health nursing process and practice for
promoting health. (3rd Ed.). St. Louis, MO: Mosby.
Stewart, D. (1983). Secondary research information sources and methods. Beverly Hills, CA:
Sage.
Tennessee Standards for Nursing Homes Chapter 1200-8-6. (2000). Rules of the Tennessee
Department of Health board for licensing health care facilities, Nashville, TN: State of
Tennessee Department of Health.
The Official U. S. Government Site for Medicare Information. (2001). Nursing homes.
Retrieved July 31, 2001, from http://medicare.gov/nursing.asp
Thomas, W. H. (1996). Life worth living. Acton, MA: Vander & Burnham.
Thomas, W. H. (2001). About the registry honoring excellence in our edenizing facilities.
Retrieved January 5, 2002, from http://www.edenalt.com/registry/index.htm
Tideiksaar, R. (1998). Falls in older persons (2nd ed.) Baltimore, MD: Health Professions
U.S. Care. (2001). Why think about long-term care? Retrieved October 28, 2001, from
http://uscare.com/whyltc.html
U. S. Census Bureau. (2000). Decennial census data and population projections in the federal
interagency forum on aging-related statistics. Older Americans 2000 key indicators of
well-being. Retrieved October 28, 2001, from http://agingstats.com
Van Stratten, D (2001). The Lakewood story. Retrieved July 16, 2001 from
http://www.culturechange.now.com.
Waugh, D. (1998). But the Family Requested Restraints! Retrieved April 21, 2002 from,
http:// www.ute.kendal.org/archives/nov98news.htm
Weiner, J. M., & Stevenson, D. G. (1998). Repeal of the "Boren Amendment". New Federalism
(A-33) (pp.1-4). Washington, DC: Urban Institute.
Weiner, J. M., & Stevenson, D. G. (1998). Long-term care for the elderly: Profiles of thirteen
States. (p. 14). Washington, DC: Urban Institute.
Weitzel, C., & Shiloh, J. (2001). The darker side of SSRI's. Retrieved August 2001, from
http://rnweb.com
Williams, S. (1981). Nutrition and diet therapy. (4th ed.). St Louis, MO: Mosby.
Wilson, H., & Kneisl, C. (1992). Psychiatric nursing. (4th ed.). Redwood City, CA: AddisonWesley.
Wright, J. (2001). What you need to know before choosing long-term care insurance.
Retrieved January 20, 2002, from http://thebestisyet
Wyllie, R. (2001). Impact of the Eden Alternative™ on Texas nursing homes residents' quality
a psychosocial perspective. (Doctoral dissertation, Southwest Texas State University,
2001 San Marcos, Texas).
106

Zisselman, M., Allen, D., Schmitter, T., & Denman, S. (2001). The minimum data set and
psychotropic drug use in nursing home residents. Retrieved July 13, 2001, from
http://www.mmhc.com/nhm/articles
Zunker, D. (2000). The grancare story. Retrieved July 16, 2001, from
http://culturechangenow.com.

107

APPENDICES
APPENDIX A
Variables Used in Analysis
Organizational Structure
Variables

Dependent Variables

1. Size of Organization
a. 0-49
b. 50-99
c. 100-199
d. 200 above

a. Percent of residents
with eating problems
b. Percent of residents
who are bedfast
c. Percent of residents
with joint problems
d. Percent of residents
with weight gain or
loss
e. Percent of residents
with behavioral
problems
f. Percent of residents
who have restraints
g. Percent of residents
who have pressure
sores
h. Percent of residents
who have bowel &
bladder problems
i. Quality of Care
Index

2. Staffing Patterns
a. # RN Nursing
hrs Per Resident
Day
b. # LPN nursing
hrs Per Resident
Day
c. # of CNA hrs
Per Resident
Day
d. Total Staff hrs
Per
Resident day
3. Type of
Ownership
a. Profit
b. Non profit
c. Government

Organizational Culture Variables

. Advisory Councils
1. Family
2. Resident
3. Both Councils
4. No Councils

Type of Home:
1. Eden Homes
2. Non-Eden Homes
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APPENDIX B
Populations Used to Compare Quality Indicators at Nursing
Facilities in the United States

Population of Nursing Facilities in
The United States That Are Certified
By Medicare & Medicaid (16,722)
As of December 23, 2001

Population of Nursing Facilities in
the United States That Are Certified
by Medicare & Medicaid Minus Eden
Homes (16,558)

Total Population of Eden Nursing
Facilities in The United States That Are
Certified by Medicare & Medicaid
(164)

Nonprofit
(77)

For Profit
(67)

Gov.
(20)

Nonprofit
(4,702)

For Profit
(10,807)

Gov.
1,049)

Size
0-49

Size
0-49

Size
0-49

Size
0-49

Size
0-49

Size
0-49

Size
50-99

Size
50-99

Size
50-99

Size
50-99

Size
50-99

Size
50-99

Size

Size

Size

Size

Size

Size

100-199

100-199

100-199

100-199

100-199

100-199

Size
>200

Size
>200

Size
>200

Size
>200

Size
>200

Size
>200
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APPENDIX C
Calculations for the Quality of Care Index
1. For the indicator "Percent of Bedfast Residents" the national average is 4.992. Its weight is
calculated in the following manner:
INDICATOR WEIGHT=(100-4.992)/10=9.5008 (9.5 when rounded to the first sig. digit)
2. For the indicator "Percent of Joint Problems" the national average is 28.205. Its weight is
calculated in the following manner:
INDICATOR WEIGHT=(100-28.205)/10=7.1795 (7.2 when rounded to the first sig. digit)
3. For the indicator "Percent of Bowel & Bladder" the national average is 58.393. Its weight is
calculated in the following manner:
INDICATOR WEIGHT=(100-58.393)/10=4.1607(4.2 when rounded to the first sig. digit)
4. For the indicator "Percent of Weight Problems the national average is 8.117. Its weight is
calculated in the following manner:
INDICATOR WEIGHT=(100-8.117)/10=9.183 (9.2 when rounded to the first sig. digit)
5. For the indicator "Percent of Restraints " the national average is 10.388. Its weight is
calculated in the following manner:
INDICATOR WEIGHT=(100-10.388)/10=9.183 (9.2 when rounded to the first sig. digit)
6. For the indicator "Percent of Pressure Sores" the national average is 9.754. Its weight is
calculated in the following manner:
INDICATOR WEIGHT=(100-9.754)/10=9.0246(9.0 when rounded to the first sig. digit)
7. For the indicator "Percent of Behaviors" the national average is 30.209. Its weight is
calculated in the following manner:
INDICATOR WEIGHT=(100-30.209)/10=6.9791 (7.0 when rounded to the first sig. digit)
8. For the indicator "Percent with Eating Problems" the national average is 18.811. Its weight is
calculated in the following manner:
INDICATOR WEIGHT=(100-18.811)/10=8.1189 (8.1 when rounded to the first sig. digit)
Before statistical analysis was performed, the values in each clinical indicator column of
the database were multiplied by their respective weights. The results were then summed to give
a Quality of Care Index score for each nursing home.
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APPENDIX D
Point-Bi-Serial Formula
The point-bi-serial formula used to calculate the correlation coefficients between a
dichotomous nominal variable and an interval variable. The following formula was used in this
study for the cultural and structural variables:
rpb =

Y -Y
1 0 X SQRT(pq)

σy

Y1is the mean of the variable Y when the corresponding nominal variable has a value of "1".
Y0 is the mean of the variable Y when the corresponding nominal variable has a value of "0".
σy is the standard deviation of the variable Y.
p is the proportion of the variable Y with the corresponding nominal variable "1".
q is the proportion of the variable Y with the corresponding nominal variable "0".
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